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REMARKS ON THE OPERATION OF EXcISION OF HIP AND 
KNEE JOINTS, WITH EXHIBITION OF PaTIENTS. Ay Cur. 
FENGER, Chicago, Surgeon to Cook County Hospital ; Prof. 
of Pathology, Chicago Medical College. Member American 
Surgical Association. 

(Read before the Illinois State Medical Society, 1884.) 

Gentlemen: I wish to present to the Society this afternoon a . 
few patients on whom I performed, within the the past four 
years, excisions either of the hip or of the knee joint. In 
doing so, it cannot be my intention to discuss fully the sub- 
ject of these operations ; it is too comprehensive a one to be 
illustrated by a limited number of cases. 

During the past. ten years our knowledge of articular dis- 
eases has been greatly enriched by pathological research, and, 
at the same time, the practice of joint-surgery has undergone 
some Modifications since the introduction of the antiseptic 
method. How far our expectations of the success of this 
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method have been realized, is a matter which admits of discus- 
sion. The cases which I wish to exhibit here are, of course, 
only supposed to throw a little light on a few points in this 
great question. 

Let me first call your attention tothe hip joint. It is hardly 
necessary to point out to you that the old name, morbus cox- 
arius, or caries of the hip joint, is altogether too vague a term 
to be of any service,even to the practical surgeon. Suppu- 
rating synovitis of the hip, osteo-myelitis of the head and neck 
of the femur, and the tuberculosis of the hip joint, are to be 
distinguished from each other, not merely because pathology 
shows them to be different diseases, but because these differ- 
ent diseases, if they are to be treated rationally, demand diff- 
erent modes of treatment. 

By far the greater number of cases of morbus coxarius are 
cases of tuberculosis. It is still an open question whether 
the tuberculosis originates as a local osteo-tuberculosis in the 
head or neck of the femur, or in the acetabulum, as Volkmann 
believes it to do in most cases, or whether it may not primarily 
be a tuberculous synovitis. But be this as it may, the knowl- 
edge of the fact that a primary osteo-tuberculosis often exists 
a long time without giving any symptoms (of hip disease), un- 
til by opening into joint, it causes a tuberculous destruction 
of the latter, has already had its beneficial application. Timely 
operations on the great trochanter have, by removing the local 
osteo-tuberculous focus, saved a number of joints from total 
destruction. As the hip joint is covered by a thick mass of 
soft parts, it is materially much less accessible than the knee 
Joint. In hip cases an early diagnosis and treatment, by which 
the joint may be saved, will probably always remain excep- 
tional. There is hardly a question in practical surg ery* which 


is more difficult to decide than whether and when, in a given 
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case, a tuberculous hip joint should be excised. Statistical 
tables, showing the mortality or the duration of the disease, 
teach us absolutely nothing in regard to this point, as in them 
mild and severe cases are promiscuously thrown together. 
Taylor gives a mortality of 12% per cent., in 288 cases, 
treated without operation, 9 per cent. out of the twelve died 
of exhaustion and amyloid degeneration of various organs. 
Now, there is nothing in his tables to render it improbable that 
judicious operations would, in this instance, have depressed the 
death rate to a still lower percentage, that they would have 
saved some of the g per cent. who died of exhaustion and 
amyloid degeneration. Lessing’s excision statistics show a 
mortality of 64 per cent. But, as no distinction is made be- 
tween early and late operations, they are far from proving 
that 36 per cent. of otherwise fatal cases of hip-joint were saved 
by the operation, 

In early excisions of the hip, that is, in those performed as 
soon as an abscess communicating with the joint has formed, 
and before the patient has become emaciated and exhausted by 
long-standing fever, the results of the operation are, so far as 
life is concerned, favorable enough. But we cannot do away with 
this objection to early excisions, that by them a healthy neck 
of the femur and trochanter are removed, which, if the abscess 
had been opened with antiseptic precautions, might have been 
saved, and might have given the patient a more useful limb. 
On the other hand, if we wait till one or more abscesses have 
either broken or been opened with the knife, till, from failure 
of carefully and constantly applying antiseptic dressings to the 
discharging fistulas an exhausting fever, which in reality always 
means pyzmia or septicemia, has established itself and re- 
duced the patient’s strength to a degree dangerous to life,—if, 
J say, we wait till all this has taken place, then we run the 
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risk of operating too late. The septicemia will probably 
progréss in spite of the operation, and the patient will die. 
By an early operation his life would probably have been saved. 
We are rendered unwilling to operate early, chiefly by consid- 
eration of the fact, that in a great number of cases, where one 
or more abscesses had formed and been opened and running 
fistula remained for a long time, the latter finally closed up 
spontaneously, and the patients recovered, and this not so very 
rarely witha useful and even to a certain extent movable joint. 
Out of Gibney’s 80 cases of spontaneous recovering, this oc- . 
curred in 48. 

In 1873, Volkmann, whom I consider to be the greatest now 
living authority on joint diseases, gave four indications for 
excision of the hip in cases of tuberculosis. 

(1) The presence of abscesses and fistulae with copious sup- 
puration, together with a rise in temperature, which indicates 
that patient’s strength is beginning to be undermined. 

(2) High fever from acute suppuration in the articular 
capsule, coming on suddenly in the course of a chronic case. 

(3) An iliac abscess, which shows that the acetabulum has 
been perforated. 

(4) Established suppuration with dislocation of the head of 
the femur backwards, so that it can be felt behind the aceta- 
bulum, covered by the gluteal muscles. 

I think it safe to add a fifth indication— 

(5) Detachment of the epiphysis of the head of the femur 
and its lying in the articular capsule as a large sequestrum. 

When Koster, Volkmann, Schiippel and others discovered, 
in the course of their investigations, that fungoid arthritis or 
white swelling, and, consequently, the common form of morbus 
coxarius, was a local tuberculosis, this as such was for a time 


also looked upon as an indication for excision of the hip joint. 
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It was then thought that nothing short of .an early removal of 
the miliary tubercles from the bone, the capsule and the walls 
of the abscess cavities (if abscesses had already formed) could 
prevent a general and fatal tuberculous infection from spreading 
from the primary focus. It so happened that about the same 
time Lister gave his antiseptic method to the profession, and, 
as early operations were by this method deprived of their 
former danger to life, a number of early excisions of the hip 
were made. Six or eight years ago it was generally deemed 
justifiable to operate at the time of the formation of the first 
abscess, if possible before it had opened. Surgeons had become 
hopeful. Lister’s method seemed to secure here, as it does in 
other cases, healing by first intention, and the operation would 
eradicate the tuberculosis. Besides, matters seemed very much 
simplified as to recognizing the right moment when an opera- 
tion becomes imperative, and expectant treatment is no longer 
permissible. Unfortunately, however, we were in this respect 
soon thrown into the old difficulties. It was found by all 
operators, I believe, but first expressly stated by Konig (in 
Langenbeck’s Archive, 1880), that healing by first intention, 
z. ¢. healing in four to eight weeks, still remained a very rare 
exception. An apparent healing would take place, but after a 
while new crops of miliary tubercles would grow up in the 
canals made by the drainage tubes, or, in cases where the 
openings had closed, in the cicatrices left by them; new 
abscesses and ulcers would form. Moreover, it was learned 
that, notwithstanding early operations, about the usual twenty 
per cent. of these patients would, sooner or later, even after 
apparent cessation of the local process, succumb to tuber- 
culosis of one or more of the internal organs. As pathology 
now began to rob this disease of some of its terrors, by demon- 
strating that, when local, it not so infrequently ended in recovery, 
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pathological researches concurred with surgical experience 
in bringing us back to our former more conservative standpoint 
regarding indications for excisions of the hip. We again 
shrink from the operation before patient’s life is threatened with 
danger, and are loth to take away living bone, which, after the 
termination of the disease, might help to form a solid anchylosis, 
or even a somewhat movable joint. 

All of us, however, who have lived through this interesting 
period in the history of articular surgery, will remember with 
pleasure, that, in the great majority of these cases of early ex- 
cisions, the after-treatment was much shorter than it had for- 
merly ever been; the operation promptly and decidedly re- 
lieved the patient of his sufferings; the fever disappeared, and 
the malposition was corrected in a much shorter time than 
could ever have been done by conservative treatment. Unfor- 
tunately we do not know whether the limbs resulting in the 
end from these operations were the best that could be ob- 
tained under the circumstances, or whether their function 
would not have been improved if the conservative treatment 
had been employed. We must confess that with regard to the 
whole question we are somewhat at sea. The final results of 
early operations and of conservative treatment are not suf- 
ficiently different to compel us to make one or the other the 
invariable rule in the treatment of tuberculous hip disease. In 
a given case we will, of course, always prefer conservative 
treatment, if by it we expect to obtain as good a result as by 
an operation. 

Allow me first to present to you a few cases in which early 
operations were performed. 


Case 1.—Edward Prout, eight years old, was admitted to 
the Cook County Hospital on August 5, 1880. His parents 
were living, and both of them in good health. A brother 
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of his was at the time suffering from a tuberculous inflamma- 


tion of a testicle, following gonorrhoea. Patient had always been 
in good health till three years and a half ago, when he fell 
from a swing, his right knee striking on a stone. About one 
month later he began to complain of pain in the knee. His 
right leg soon acquired a lameness which would come and go 
during the following year; the pain in the knee remained 
rather constant. About one year after receiving the injury he 
had a hip-support put on by his physician, and extension 
made. His pain was thereby somewhat relieved. Patient wore 
the apparatus about three months; it was then taken off, as he 
was unable to pay for it. Patient was now admitted to St. Luke’s 
Hospital, and was thence, in the summer of 1878, taken to the 
Mercy Hospital. About one year later an abscess formed in 
Scarpa’s triangle; an opening was made at the upper and in- 
ner part of the thigh, and the pus was evacuated; a sinus re- 
mained, which was still open at the time of patient’s admission 
to the County Hospital. A short time after the formation of 
this abscess a second one formed at the upper part of the pos- 
terior aspect of the thigh. This abscess, like the first one, was 
opened, and left a fistula. In the beginning of 1880 patient had 
apparently recovered. The affected limb had become about 
11% to 2 inches shorter than the sound one, but wearing a 
high-soled shoe on the foot of the diseased leg, he was able to 
walk on it. This condition continued up to the beginning of 
July, 1880, when patient was kicked by a boy in the upper and 
posterior part of his right thigh, where a swelling, 2. ¢., an ab- 
scess, soon formed below the great trochanter. This abscess 
was opened, and a discharging sinus remained. Patient was 
now no longer able to walk; he complained of more or less 
pain all the time, and the three sinuses kept up a constant 
discharge ; the thigh gradually became flexed. 
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An examination showed the boy to be rather pale and slim ; 
there was no rise in temperature, his pulse was a little acceler- 
ated, between go° and 100°. His lungs, heart and urine were 
found to be normal. He could walk only with crutches, as he 
was prevented from putting his right foot to the ground by the 
adduction and flexion of his hip. There was one and one-half 
inches shortening. The sinuses on the internal, posterior and 
external aspects of the thigh discharged a moderate amount of 
pus. A probe introduced into the external sinus passed up 
behind the neck of the femur into the joint where roughened 
bone was felt. Passive motion caused pain in the joint. 

On August 20, 1880, an excision of the hip was made, as 
follows: I made an incision anteriorly along the anterior 
sinus (Langenbeck’s incision), with a view to remove the head 
of the femur only ; but before getting into the joint a considera- 
ble venous hemorrhage occurred, the source of which was prob- 
ably in the bulbous enlargement formed by the vena saphena 
magna just before joining the femoral vein. As it was impossi- 
ble to stop this hemorrhage in the dense cicatricial tissue of 
the sinus, otherwise than by ligature en masse, I had to give up 
the anterior incision. I therefore made the straight external 
incision over the outer side of the trochanter major, below 
which I sawed off the bone. As I operated subperiosteally, 
the cartilaginous portion of the trochanter major was left con- 
nected with the periosteum. The head of the femur had dis- 
appeared entirely, and the roughened end of the neck was 
found above and back of the acetabulum, which was covered 
with a thick, soft mass of tuberculous granulation tissue. I 
scraped the acetabulum which was not perforated, with a gauge 
and the sharp spoon; the walls of the sinuses were likewise 
scraped. Drainage tubes were then inserted in the three sin- 
uses, and made to run up into the acetabulum. The lips of the 
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wound were then united by sutures, and a Lister’s dressing 
applied. The limb was placed in an abducted position, and a 
Verity’s splint put on,and extension made by means of a piece of 
rubber tubing and strips of adhesive plaster. 

Aug. 21. During the after-treatment the evening tempera- 
ture remained steady, in the neighborhood of 100°; only 
once did it rise to 100.5°. Patient was free from pain, and 
commenced to eat towards the end of the first week. The 
wound, which healed by first intention and without suppura- 
tion, was dressed twice weekly. From the beginning of the 
third week the drainage tubes were shortened every time the 
patient was dressed. 

Sept. 16. Patient was able to draw his knee up a little. 

Sept. 18. The last drainage tube was removed. 

Sept. 20. 72 ¢., four weeks after the operation, the wound 
had healed completely. 

Sept. 25. The splint was taken off. 

Patient was kept in bed two weeks. longer ; a high sole was 
placed under the foot of the sound limb, and he was allowed 
to walk with crutches. 

A year ago an abscess formed behind the trochanter, which 
was opened, and then closed up in a few weeks. 

He is now well nourished, able to bear the whole weight of 
his body on the affected limb. There is little mobility in the 
newly-formed joint, about 20° flexion, no ab- or adduction nor 
rotation. 

Case 2.—Fred. Hunneman, a child of healthy parents, be- 
gan to limp when 3% years old. Extension by weight and 
pulley was tried during the first year of the disease. In its 
third year an abscess formed below the great trochanter ; 
there was considerable pain in the joint, and he had some 
fever; his general health was impaired, and he emaciated. 
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The leg was flexed and adducted. Three and one-half years 
after the commencement of the disease I made an incision of 
the hip, in February, 1881. After the operation the patient 
lay in bed eleven weeks, splinted and in extension. In six 
weeks the wound had healed up to the holes for the drainage 
tubes. In fourteen weeks he was allowed to be up and about, 
having a plaster-cast on the limb. There had been no fever, 
nor drain after the operation, and his general health gradually 
improved. One year later, in January, 1882, an abscess formed 
below the gluteus maximus. On opening it, it was found to 
be an intra-pelvic abscess, which had formed subsequent to 
the perforation of the acetabulum. It had made its way out of 
the pelvis through the great sciatic notch along the pyriformis 
muscle. The walls of the abscess, within and without the pel- 
vis, and the pelvic surface of the sciatic bone, were scraped, 
(with a sharp spoon). The wound healed in four to five weeks, 
a small fistula only remaining. Half a year later, in August, 
1882, all fistula had healed up definitively. Since that time 
the patient has walked about with crutches, having a high sole 
under the foot of the sound limb. He is in excellent health. 
When allowed to try, it is seen that the affected limb is capable 
of bearing considerable weight. 

Case 3——John Prince. In the fall of 1877 he began to 
feel pain in his right knee, and later on, in the thigh and 
groin. There had been no traumatic cause for the coming 
of this pain, which gradually became worse. He was disabled 


from walking without a cane, and from sitting down, as he 
could not flex his thigh sufficiently. About Christmas, 1877, 
he fell on a stone-sidewalk, striking on his hip, and the pain 
increased the following day. He then lay in bed, with exten- 


sion on, five months, but his condition remained about the 
same. On being so advised, he tried a portable extension ap- 
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paratus, something like Taylor’s machine. Four months sub- 
sequently an abscess formed on the outer aspect of the thigh ; 
it was opened, and left a fistula. In January, 1879, he entered 
the Cook County Hospital, was put to bed and kept in exten- 
sion for four months; he then got up and walked about with 
crutches and a high sole under the foot of the other leg. Dur- 
ing the following three months the condition remained as it 
was, the fistula discharging considerably and tenderness exist- 
ing around the joint. In September, 1879, I excised the joint 
below the lesser trochanter. During the fall and winter pa- 
tient had two attacks of erisypelas. He got up nine months 
subsequent to the operation, two years to his entering the hos- 
pital and three and one-half years to the beginning of the dis- 
ease. Since that time he has steadily improved. He has since 
picked up so much flesh, that he is now almost twice as heavy 


as he ever was previous to or during his stay at the hospital. 


He walks easily with a cane; can bear the whole weight of the 
body on the limb operated upon. There is considerable active 
mobility in the new-formed joint, flexion 90°, abduction and 


adduction 15°, and considerable rotation. 
In looking upon these as early operations, we must bear in 


mind that discharging fistula, abscesses, and, in two of the 
cases, some dislocation of the head of the femur already ex- 
isted. In the Hunneman case we were dealing with an aceta- 
bular coxitis, as was shown by the later formation of a pelvic 
abscess, which was scraped out and finally healed up. In this 
case, especially, the pain and fever were promptly relieved by 
the operation, and from the very day of its performance, the 
local disease, as well as the general health of the patient, im- 
proved uninterruptedly. 

A very extensive tuberculosis of the whole upper third of 
the femur induced me to make an excision of the hip in the 


following case: 
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Case 4.—Thomas Hughes, aged 16, was admitted to the 
Cook County Hospital, September 25, 1882. His parents 
were healthy; a brother of his, like himself, suffered from hip 
disease. Four years previous to his admission he began to feel 
some pain in his hip, groin and thigh, and he acquired a slight 
limp. About the same time an abscess appeared on the dors- 
sum of the foot ; it was opened, and a chronic swelling remained, 
which finally led to the removal of the tuberculous first meta- 
tarsal bone. About one year later, patient fell, his hip striking 
on the floor. A swelling soon appeared in the neighborhood 
of the hip, and patient complained of pain in the hip and in the 
knee. Several abscesses formed, and were opened; sinuses 
remained, which alternately closed and opened, discharging at 
times considerable quantities of pus. Three months before 
patient’s admission, three small pieces of bone were taken out 
of a fistulous opening in the groin. 

On examination, the leg was found to be flexed and ad- 
ducted ; as there was three inches shortening, the foot did not 
reach the ground. The region of the hip was rounded and 
enlarged, and it presented one sinus anteriorly and three on 
the outer side. Passing the probe along these sinuses, I would 
feel roughened bone in the hip joint, as well as on the trochan- 
ter major and the upper part of the shaft. The foot was de- 
formed, as the removal of the first metatarsal bone had pro- 
duced a retraction of the great toe. 

On September 28, I excised the joint. The incision over 
the trochanter had to be prolonged downwards over the 
upper third of the shaft of the femur. The head, trochanter, 
and 2% inches of the shaft of the femur had to be removed. 
On examining the (upper) sawed end of the remaining shaft, it 
was found thickened, and containing a tuberculous cavity. 


This was gouged out, and the diseased bone had to be chiseled 
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away for a distance of 1% inches, in order to reach healthy 
bony tissue. The preserved specimen shows considerable per- 
iosteal tuberculosis, with irregular periosteal exostoses, in 
which may be seen, here and there, the rounded cavities 
characteristic of local osteo-tuberculosis. I scraped the aceta- 
bulum and the walls of the existing sinuses, put in a sufficient 
number of large drainage-tubes, dusted the wound with iodo- 
form and closed it. A Lister’s dressing was applied, the limb 
placed in a Verity’s splint, and extension made. 

Patient had been weak during the operation, and remained 
so for some time. There was considerable suppuration during 
the first month following the operation. The pulse rate varied 
between 110 and 130, but the temperature never rose much 
above normal. 

Oct. 13. A bed-sore formed over the sacrum, which grew 
larger for a couple of weeks; later on, bed-sores formed over 
the spinous processes of the lumbar vertebre. 

Dec. 4. The abdomen was greatly distended, as were also 
the superficial veins. Percussion showed the spleen to be en- 
larged considerably, and the dullness of the liver extended six 
inches below the ribs. (Amyloid spleen and liver.) The 
urine was clear and acid, and no albumen was detected in it. 

Jan. 21. All bed-sores had healed. 

Feb. 1. The splint was removed and patient was allowed to 
sit up and to walk about with crutches, wearing a high sole 
under the foot of the sound limb. 

March 21. Patient was dismissed from the hospital, with 
an order to present himself once a week to have his limb 
dressed. 

Patient is now robust, of healthy appearance ; the fistulz 
have been closed for half a year; he can bear the weight of 
his body on the limb operated upon; has active flexion of 
about 70° ; some ab- and adduction and some rotation. 
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The extent of active mobility patient has got in his hip is re- 
markable, considering the amount of bone removed. He can 
lift his leg and flex the thigh almost to a rectangle (to an angle 
of almost 90°.) This would be impossible if-not a considera- 
ble reproduction of the bone had taken place, not only of the 
removed part of the shaft of the femur, but also, to some ex- 
tent, of the great trochanter; for flexion is effected by the 
ilio-psoas muscle. 

In cases where the epiphysis of the head of the femur is 
detached and lies as a sequestrum in the acetabulum or in the 
abscess cavity surrounding the neck of the femur, there can 
be no doubt as to the propriety ofan operation. However,ina 
given case of chronic hip disease, the diagnosis of this detachment 
can, as a rule, not be made. There are no objective symptoms 
(so to speak) peculiar to this condition. As the detached 
epiphysis lies either in the acetabulum or is covered by a 
thick layer of soft parts, it cannot be felt. Unless the history 
of the case, together with the age of the patient, point toward 
such a condition—e. g., acute suppurative inflammation (of 
the joint) immediately following a fall on the great trochanter, 
or an acute suppurating osteo-myelitis of the upper epiphysis 
of the femur—the detachment will probably not be detected till 
the excision produces the necrotic head of the femur. This 
detachment is rarely met with in tuberculosis. An instance of 
this kind is the following case: 

Case 5—Benjamin Cleaves, xt. 13, was admitted to the 
Cook County Hospital Aug. 21, 1883. There had been no 
consumption in his family, and he himself had always been 
healthy till, during the latter part of January, 1883, his left hip 
began to ache a little. As the inconvenience was slight, he 
paid no attention to it. One evening, while lying in bed, the 
pain became troublesome, and, in attempting to rise, he sud- 
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denly felt a sharp pang in the groin. The pain would return 
again and again, till it finally became almost continuous. Three 
weeks after the commencement of the pain, patient had 
become obliged to pass most of his time sitting quietly in a 
chair. In March, a physician was called, who advised the boy’s 
parents to put him out into the country. In June, an abscess 
on the outer side of the thigh was evacuated, and from the 
opening made pus continued to be discharged. No antiseptic 
dressings were applied. In July, patient returned to the city, 
and I saw him in the beginning of August. I found him lying 
in bed, and very much emaciated; pulse 124; temperature 
101.7°. The right thigh was adducted and flexed ; the slightest 
movement caused great pain in the hip and in the knee. The 
knee joint was normal. During the night he would wake up 
and complain of severe pain in the hip. The region of the 
joint was rounded, swollen and very tender to the touch. On 
the outer side of the thigh, three inches below the great tro- 
chanter, a fistulous opening discharged a considerable quantity 
of matter. Patient stated that he had never injured his hip, 
except two years ago, when, running along a stone wall, he 
struck against it with his hip, producing an abrasion of the 
skin. After this abrasion had healed, he felt no pain for a year 
and a half afterwards. The urine was normal. 

Aug. 23.—Excision of the hip. I made the usual straight 
incision over the great trochanter. A large cavity filled with 
pus and tuberculous granulative tissue was found to have 
formed around the great trochanter and the neck of the femur, 
which were to be removed. The necrosed epiphysis of the 
head of the femur was found detached in this cavity. The 
cartilage of the great trochanter was not removed. The walls 
of the cavity, the acetubulum and the sinuses were scraped. 
It was all dusted over with iodoform and sufficient drainage 
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provided for by several button-hole openings, posterior 
laterally and external to the joint. An antiseptic dressing 
and a Verity’s splint were put on, and extension made. 

The wound discharged profusely. The evening temperature 
never sank below 101° or 102°; pulse always 120 or more. 
New pocketings of pus took place below the gluteal muscles. 
Bed-sores formed over the sacrum. In December, pus was 
detected in the pelvis, burrowing along the iliacus muscle. 
A little later an incision was made in the lumbar region and a 
drainage-tube inserted. The injected fluid ran out at the 
opening in the thigh below Poupart’s ligament. This large 
suppurating tract kept on discharging a great quantity of mat- 
ter. Patient gradually lost strength, and died of pyzmia, Jan. 
8, 1884. 

His case might be called one of early operation, if only the 
time from the beginning of the disease were to be considered. 
But the operation was made necessary by the profuse sup- 
puration and septic fever, which, continuing in spite of the 
operation, caused the patient’s death. Pyamia set in in this 
case, as no antiseptic precautions whatever had been observed 
at the opening and during the after-treatment of the abscess. 
In this connection I should like to mention a point, regarding 
the influence the antiseptic method has had on the course of 
our treatment of this disease. /¢ zs of the utmost importance, 
and should never be forgotten. Just as the antiseptic method 
permitted us, at least for a time, to operate early, as soon as 
the first abscess had formed, because by it the operation had 
been deprived of its great dangers to patient’s life, in the same 
way has the antiseptic method made it possible quietly to wait 
till the time for the late operation has come, without imperiling 
thereby the life of our patient, as was done formerly. The 
history of cold, that is, tuberculous abscesses, before and after 
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the introduction of Lister’s method, is too well known to 
require much discussion. It is true that, in former times, 
opening of a cold abscess was not invariably followed by 
septicemia. But it is also true that formerly opening of an 
abscess was always done at the risk of patient’s life, and no 
surgeon could avoid the danger. (Now the patient’s life is, in 
this respect, in the surgeon’s hands; if a thoroughly antiseptic 
dressing. be applied and kept over the opened abscess, we 
know that septicaemia will not set in.) 

Late operations, aside from those cases which have pro- 
gressed too far to be benefited by the surgeon, are preferable, 
as we ourselves are concerned, for we need not trouble our 
minds with the question, whether excision had become a 
necessity or not. As regards the patient, he will, as a rule, 
have to go through a course of protracted and troublesome 
after-treatment ; the limb may become unduly weakened, either 
from lack of growth on account of inactivity, or from secondary 
changes due to chronic inflammation, or atrophy of the bones 
of the hip joint, of the ilium as well as the head of the femur. 

In illustration of these two points, I wish to present the fol- 
lowing cases : 

Case 6.—Louis Anderson, aged 19, cigar-maker, was ad- 
mitted to the hospital Sept. 1, 1882. He had suffered for ten 
years from morbus coxarius of the right hip. A year or two 
after the beginning of the disease an abscess opened on the 
outer side of the joint; about four years later it closed again; 
it was followed by a second and third abscess which opened 
anteriorly and posteriorly and left discharging sinuses. Pain, 
shortening and malposition rendered the limb entirely useless. 
On examining the patient I found the whole right lower ex- 
tremity atrophied and much smaller than the other on account 






of retarded growth. Measurement showed the shortening to 
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amount to 3% inches: the limb was adducted and flexed ; 
the trochanter was felt an inch and a half above Nelaton’s 
line; but very little passive mobility remained. Pressure on 
the anterior part of the hip was painful. The knee presented 
a genu valgum or bow-leg, and the head of the fibula was ap- 
parently enlarged. 

Sept. 21.—The excision was made through the lower part 
of the great trochanter. The head of the femur and part of 
its neck had disappeared. A large abscess was found below 


the gluteus maximus posterior to the acetabulum; it was 


opened and its tuberculous walls were removed with the sharp 
spoon. The wound was closed and dressed in the same man- 
ner as in the above cases. During the first month of the 
after-treatment there was considerable discharge. The even- 
ing temperature would rise to 101° or 102° for a few weeks, 
but then it fell to normal. 

Dec. 13.—The drainage-tubes were removed. A large por- 
tion of the wound had not healed, but formed an open tuber- 
culous ulcer. 

About Jan. 20, 1883, patient got an attack of erysipelas, 
which spread over the whole right leg. It subsided in two 
weeks. 

Feb. 18.—A peri-articular abscess, situated on the inner 
side of the knee, was opened. 

In the beginning of April, patient had a second attack of 
erysipelas, which lasted about one week. After patient had 
been in the hospital one year, he was dischaged, as he was 
able to walk about with the aid of crutches and a high sole 
under the foot of the sound leg. He still had large, granu- 
lating tuberculous sinuses. 

The large granulating sinuses still remain and will have to 
undergo further treatment of scraping and iodoform dressing. 
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He can bear the weight of his body on the affected limb ; 
there is only slight active mobility in the new-formed joint. 

In this case the five or six years’ duration of the disease had 
caused the growth of the whole extremity to be considerably 
retarded ; besides, it had brought about a deformity of the 
knee, which in no small degree lessens the usefulness of the 
limb, and will probably do so for life. 

The further disadvantages of a very late operation are well 
illustrated by 

Case 7. Sina Anderson, aged 21, single, daughter of a 
Nebraska farmer, was sent to the Cook County Hospital by 
me, and was admitted June 8, 1882. She was of a healthy 
family, and had herself been a healthy child. In her thirteenth 
year, eight years before the operation, she was suddenly seized 
with an acute bilateral inflammation of the hip-joints, which 
was mild on the right, but severe on the left side. The right 
hip recovered completely within half a year, but in the left hip 
the inflammation terminated in an abscess, which was opened 


half a year after the commencement of the disease, and which 


had discharged pus ever since. Two years and a half before 
her admission to the hospital another abscess which had 
formed was opened, and a second fistula remained. In the 
beginning of the disease she had been confined to her bed for 
one and one-half years ; after that time she could walk about 
with the aid of crutches. On account of the adduction and 
flexion of the thigh, which produced an apparent shortening 
of over three inches, she was at no time during those eight 
years able to use the affected limb in walking, or to place its 
foot on the ground. During the whole period pain and dis- 
charge would both come and go. She was obliged to sit in 
a chair all day, as walking with crutches was very painful. 
On examination she was found to be well nourished, @ ¢., 
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not emaciated, but anemic. When standing, supported by 
crutches, she was unable to touch the ground with the toes 
of her left foot. The flexion and adduction of the affected 
limb had brought the left knee in a position anterior to and 
a little above the lower third of the right femur. The thigh 
and calf were atrophied, the latter was between one and two 
inches less in circumference than the calf of the sound leg. 


The soft tissues in the region of the ‘hip had become hard 


from infiltration, and there was considerable enlargement and 
deformity. There was no active mobility in the joint; the 
slight passive movements which could be made, produced 
severe pain. Three sinuses discharged from the thigh ; one 
opened on the inner side, at the lower angle of Scarpa’s tri- 
angle; another on the same level on the posterior side, and 
the third one on the outer side, below and behind the tro- 
chanter major. Every one of these three sinuses led the 
probe up in the direction of the joint, which, however, could 
not be reached. A fourth sinus opened in the lumbar region, 
just above the crest of the ilium. The probe passed down in 
the direction of the joint, but only for a short distance. An 
examination through the rectum revealed neither thicken- 
ing of the os pubis nor of the ischium. Pressure on the ab- 
domen just above Poupart’s ligament showed considerable 
thickening of the crest of the ilium, near its anterior superior 
spine, and also of the ilium on its pelvic surface. This pres- 
sure, as well as all pressure in the neighborhood of the hip, 
was very painful. 

Heart and lungs were normal, the liver of normal size, and 
the spleen not perceptibly enlarged. The urine was straw- 
colored, clear, acid, and contained neither albumen nor sugar. 
The diagnosis was morbus coxarius consequent upon acute 
osteo-myelitis of the neck of the femur and suppurating 


synovitis, 
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Jan. 20. Pulse and temperature normal. Once ina while, 
however, the temperature would rise to 100°. 

Jan. 21. Operation: Assisted by Drs. Jacobson and Lee, 
and the surgical house staff of the hospital, I made an incision 


ten inches long, in the line over the greater trochanter. I cut 


through the thickened soft tissues to a depth of over two 
inches and a half and then reached a cavity, filled with pus 
and containing the detached epiphysis of the head of the femur. 
It was of normal shape, denuded of its cartilage, and the 
articular surface was superficially corroded near its border. 
The neck of the femur and the greater trochanter were still 
visible but softened by fatty medullary atrophy to such an 
extent as to leave only a shell of bone as thin as paper, sur- 
rounding the yellow, fatty, butter-like tissue of the marrow. 
The bone was sawed off below and close to the lesser trochan- 
ter. Here, also, there was only a thin shell of compact 
osseous substance left. After removal of the head of the 
femur and of the trochanter the leg could be abducted and ex- 
tended. The pelvis was not touched; no sinuses were seen 
leading into the ilium. The four sinuses were now scraped 
and each one received a drainage-tube. The cavity and the 
wound were dusted over with iodoform, the edges of the 
wound sewed together, and a Lister’s dressing, a Verity’s splint 
applied and elastic extension made. 

The course of the after-treatment was normal, patient’s ap- 
petite fair, and scarcely any rise in temperature till Oct. 25, 
when it rose to 103°. 

Oct. 25. The wound was re-opened and about two ounces 
of pus were evacuated from the old abscess cavity where 
the head of the femur had lain. The walls of the abscess 
cavity were scraped and a counter-opening was made through 
the gluteus maximus. Thereby the temperature was brought 
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down again, and the course of the treatment ‘ran on normally 
till Nov. 23, when a rise in temperature to 104° announced an 
attack of erysipelas. This lasted a couple of weeks, and left 
several small subcutaneous abscesses in the leg, which healed 
up toward the end of the year. 

Jan., 1883. In January an abscess was opened on the outer 
side of the hip. 

March 11. The suspensory splint was removed. 

April 22. Extension was put on with a view to abduct the 
leg. 

June 3. One of the sinuses closed. 

June 18. Patient was anesthetized and the still open sinuses 
scraped with the sharp spoon. Several small fragments of 
necrosed bone were removed. 

Aug. 15. The last fistula closed. 

In September she was allowed to walk about supported by 
crutches and wearing a high sole under the foot of the healthy 
leg. 

Oct. 10. She left the hospital for a private residence in the 
city. 

1884. During the winter the sinus which had opened on 
the outer side of the hip and which had led up to the origi- 
nal abscess cavity, re-opened several times, discharged a little 
pus for a week or two and then closed again. The leg 
gradually grew stronger. When lying in bed she could 
now (in April, 1884,) raise the limb or draw up the knee to 
an angle of 20-30°; when resting on the sound foot, she had, 
in the hip joint operated upon, 30° of flexion, 10° of abduction 
and 10° of adduction. The leg which had become shortened 
by 2% inches was in good position; it could bear the weight 
of the body when she was allowed to try. She was well 


nourished and not so pale as before the operation. The 
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thickening of the soft parts around the hip was gradually 
subsiding; the thickening of the anterior part of the crest 
of the ilium, as well as that of the bone in the iliac fossa, 
is the same as before the operation. 

She left the city with an apparatus somewhat like Tay- 
lor’s, but provided with a flexible knee-joint. This apparatus 
enables her to walk comfortably with the aid of crutches. 

In this instance the detachment of the epiphysis of the head 
of the femur could be suspected from the very beginning of 
the disease. The history provided sufficiently clear evidence, 
not of tuberculosis, but of suppurating coxitis, which would 
probably be osteo-myelitis. Whenever, in a child, in the course 
of this disease, suppuration sets in, and continues with the 
formation of multiple abscesses, detachment of the epiphysis 
may always be inferred, and excision is indicated. If an early 
operation had been performed in this case, it is more than 
likely that go chronic osteo-periostitis of the ilium would have 
occurred, and patient, besides being spared many years of suf- 
fering, would have recovered much more speedily after the 
operation. 

Just here, I should like to insert a few words concerning a 
peculiar form of atrophy of bone, which is found in some cases 
where there is long-standing suppuration in close proximity to 
osseous tissue. We should be well acquainted with the matter, 
as it is of no mean practical importance at the time of operating. 
In this peculiar form of atrophy, which is especially met with 
in the near neighborhood of suppurating joints, the osseous 
substance, cancellous as well as compact, is absorbed, and its 
space is occupied by a fatty infiltrated marrow. This marrow 
is poor in vessels, of soft consistency, and bright yellow in 
color; it somewhat resembles butter. The bone proper is 


reduced to a mere shell, here and there as thin as paper, and, 
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on account of its thinness, of an elastic feel. Such bone is, of 
course, useless. But it is very important to remember that 
this kind of atrophy is altogether unlike an inflammatory, 
destructive process. This medullary tissue of the bones, 
whether young or old, red, or yellow and fatty, is always 
capable of producing new osseous substance. That formation 
of new bone does take place in this marrow, after the operation, 
is well known, especially from cases of excision of the knee. 
The bones left in this condition of atrophy soon acquired suffi- 
cient firmness to bear the weight of the body. We must, 
therefore, not be misled by this atrophic appearance, into 
removing more of the bone than we should do, if we saw firm 
osseous substance before us. The limb of the patient, whom 
I have just shown you, is now, one and a-half years since 
excision was made, strong enough to bear considerable weight. 

Finally, I wish to mention a case where the operation was 
performed too late. 

Case 8—Patient was a boy of 12 years, pale and lean. There 
were several fistula, which discharged considerably ; the leg 
was in a position of adduction and flexion. The disease had 
lasted four years. There was no fever, no tuberculosis of the 
lungs, noalbuminuria. Patient had been in bed for over a year, 
and his appetite was exceedingly poor. Excision was made, 
_unaccompanied by any complicating accident. There was no 
unusual vomiting subsequent to the narcosis, nor were any 
signs of carbolic acid poisoning to be detected in the urine. 
But patient gradually sank after the operation. His pulse 
remained 100; his temperature never rose above normal. 
Eleven days after the operation he died. The autopsy 
revealed no disease of any of the internal organs, no tuber- 
culosis, no amyloid degenerations. But the whole body was 
in a condition of extreme anemia. The wound had not 
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suppurated, and was apparently on the way to healing by first 
intention. 

Before concluding my remarks on hip operations, I wish to 
repeat that excision of the hip joint, in a chronic case of hip 
disease, and performed with observation of antiseptic pre- 
cautions, is by no means a dangerous operation. The haemor- 
rhage is trifling, and the shock moderate. The danger of 
former times, those of a supervening septicaemia, or, as it is 
often called, especially by English writers, of exhaustion or 
exhaustive suppuration, it is at the present time in the power 
of the surgeon to exclude almost to a certainty. Fear of cut- 
ting short the patient's life is, consequently, no longer a strong 
reason for postponing the operation. On the other. hand, if 
the operation be deferred too long, that is till septicaemia has 
established itself, the patient will die in spite of the operation. 
The main question to be decided in early operations does not 


refer to the life of the patient, but to the removal of living bone, 


which, later on, might become serviceable in supporting the body. 
Gouging out of the hip joint is technically impracticable ; the 
attempts made have not given satisfactory results. Partial 
excisions, excisions of the diseased head alone, leaving part of 
the neck of the femur and the trochanter in place, have been 
tried, but again abandoned. As complete excision, through or 
below the great trochanter, is thus the only advisable form of 
the operation, the question, when should we operate? still 
presents the greatest difficulties in the solution of the whole 
problem. 

Excision of the Knee Joint. ‘What was said of the tubercu- 
lous infection when speaking of the hip joint, of course finds 
application here also. The results obtained by antiseptic 
surgery of the knee are excellent. The wounds heal speedily, 
and the danger to life is small. The death-rate has been 
reduced from about 30 per cent. to almost a trifling per cent- 
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age. Ina series of thirty-two excisions of the knee, made by 
Volkmann, there occurred not one death attributable to the 
operation. In excising a knee joint we have an additional 
object in view, which plays no part in operations upon the 
hip, namely, we try to make the cut surfaces of the femur and 
tibia grow together and to produce a solid anchylosis. The 
surfaces of the two bones should be cut in such a way as to 
secure a good position of the leg afterwards ; they can easily be 
kept in apposition by means of wires, pins or nails. In a num- 
ber of cases the bones unite in the course of a few weeks, the 
time in which we expect to get a union in cases of subcuta- 
neous fractures. 

Such a case is that of 

Case 1—James Carr, 15 years old, entered Cook County 
Hospital in July, 1879. He suffered from tuberculous arthri- 
tis of two years’ standing. The leg was flexed to a right 
angle, the region of the joint was swollen and tender, and on 
each side there were scars from closed sinuses consequent 
upon abscesses. Excision was performed August 6. In three 
weeks a solid osseous union had taken place ; in five weeks 
he was up and walked about with crutches. Ten weeks after 
the operation he was able to walk without the use of either 
crutch or cane. In the course of the following half year, tuber- 
cular abscesses and sinuses formed in different places in the 
cicatrix of the excision wound. Scraping and iodoform 
treatment caused these abscesses to close up definitively ; their 
formation never interfered with the solid osseous union of the 
two bones. 

There is now a solid anchylosis in a straight position ; he 


is able to walk all day long, and perform any kind of work, 


without having any pain in the leg whatever. * 





* This case was published in extenso in a former paper by me, printed in 
the Chicago Medical Fournal and Examiner, in July, 1880, 





1884. ] FENGER—£xcisions. 315 


This case, furthermore, illustrates that a secondary local 
growth of tubercles in and around the cicatrix does not neces- 
sarily destroy the effects of the operation, as far as a perma- 
nent cure and perfect usefulness of the limb are concerned. 

In excisions of the knee joint, where alone we desire to ob- 
tain a good, solid anchylosis, we encounter a peculiar difficulty, 
and that is, that we by no means always get a good, solid 
anchylosis. For reasons not well understood, the bones do 
not grow together, but are held in union by more or less 
ligamentous tissue. This seems to happen more frequent® 
in children than in adults. In these cases it does not always 
become apparent at once that the function of the limb will be 
destroyed. A shorter or longer time after the operation the 
the limb, which at first was in a good straight position, has be- 
come a little retracted or flexed, the degree of flexion grows 
worse, till finally a contracture is developed. In some in- 
stances this contracture will begin to come on during the early 
part of the convalescence; in others, the patient will get up, 
walk about with an apparently solid anchylosis, the leg will be 
in good position, and we may congratulate ourselves upon the 
good results of the operation. But it is too early. One, two, 
or three years later the contracture of the knee may begin. 
This contracture may, to a certain extent, be combated by 
immobilizing apparatus. Our patient should always be made 
aware of the probability of its occurrence. In adults, im- 
mobilizing apparatus put on timely, that is, as soon as any 
liability to contracture becomes apparent, may prevent the 
contracture from developing to such a degree as to interfere 
very much with the use of the limb. The matter is difficult 
in cases of small children. Not only is the liability to con- 
tracture here greater, but all experienced surgeons know that it 


is difficult and oftentimes altogether impossible to keep immobil- 
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izing bandages or apparatus on these little patientss for a suffi- 
cient length of time,and witha sufficient degree of immobility 
to prevent secondary contractures from coming on. Sometimes 
the apparatus produces pain, and cannot be borne on that ac- 
count. Extension by weight and pulleys cannot be continued 
sufficiently long; for these little ones will get up and walk 
about. Small children cannot be taught to use crutches as 
efficiently as older ones can. They will step on the foot unless 
prevented therefrom by severe pain. The consequence of all 
®is is, that in these cases nothing can be done to ward off the 
‘contracture. One or two years after the operation we often 
find the leg forming a rectangle with the thigh ; the malposi- 
tion is as‘bad as it was before the excision. There is, how- 
ever, this difference between the two conditions that now the 
white swelling or tuberculosis is gone, the fistulae have healed, 
and the joint is neither tender nor painful. The only but great 
trouble that remains is, that the limb is almost useless for 
walking purposes. 
I have two cases in point here, and will show them to you 
Case 2—William Kane, 9 years old, was admitted to the 
Cook County Hospital, Sept. 6, 1880. His family history 
told of no cases of tuberculosis; he had two brothers and two 
sisters living and healthy. Two and a half years previous to 
his admission he had jumped off an ice-box and injured his 
knee. Soon afterwards the knee became swollen and painful. 
After hot applications had been made for two weeks the swell- 
ing was lanced and exit given to half a pint of matter. Poul- 
tices were then applied and the discharge continued. Three 
months later another abscess was lanced on the inner side of 
the knee and 5-6 ounces of pus evacuated. During the follow- 
ing four months several new abscesses formed along the tibia. 
He further stated that there had been eleven sinuses, and that 
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at one time they were all discharging. Those on the leg closed 
in May, 1880. Patient was very low a year before the date of 
his admission; his death was then expected every hour, and 
he wasted away to such an extent that, as his father said, 
nothing seemed to be left of him but skin and bones. In 
April, 1880, his health began to improve, and some of the 
sinuses closed. At the time of his admission his general 
health was fair; he was fairly well nourished, had a good ap- 
petite and slept well. The right knee presented a deformity, 
the tibia being dislocated backwards, thereby producing an 
eversion of the foot. The anterior surface of the knee showed 
a running fistula. Along the inner side of the leg the marks 
of several closed sinuses were to be seen. The leg was drawn 
up almost to a right angle, and there was but a minimum of 
motion left in the joint. Pressure upon the knee was not pain- 
ful. Patient managed to walk about with the aid of crutches. 

Sept. 17. . Excision of the knee-joint. A horseshoe-shaped 
incision was made below the patella and the patella removed. 
The condyles of the femur were sawed off close to the line of 
the joint. The external condyle had almost entirely disap- 
peared. The internal condyle formed the inner termination of 
the sinus which opened at the anterior inner part of the knee, 
One sixth of an inch of the tibia was removed and the sawn 
surfaces of the femur and tibia united and held together with 
two pieces of silver wire. Drainage-tubes were introduced and 
placed before and behind the bone, the wound was closed and 
an antiseptic dressing applied. The leg was placed ina straight 


tin splint with side-doors, and then suspended from a frame. 
Sept. 19. Temperature, 102°. 


Sept. 22. The leg was dressed; a moderate discharge of 
matter was found. 

Sept. 24. Temperature 101.5°. The wound was dressed 
daily; the discharge had a perceptible odor. 
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Sept. 25. An abscess which had formed near the head of 
the fibula, was opened and gave exit to % ounce of pus. In 
the course of the following week several abscesses formed 
along the tibia at the places where the old sinuses had been. 
They were opened and drained one after the other. In the 
beginning of October the temperature returned to normal. 
‘Two weeks later the discharge stopped, and the femur and 
tibia had become somewhat united. About the middle of 
October the wound and all the sinuses had healed up, and the 
splint was removed. 

Patient was dismissed with the advice to use crutches in 
walking and to keep the foot of the diseased leg from the 
ground. The bony union had not yet grown sufficiently firm 
and the limb showed some tendency to flexion. 

At the present time the leg is flexed in the knee to a right 
angle; there is no sinus, no swelling, no tenderness; but a 
solid osseous union between the cut surfaces of the bones 
did not take place, and we detect a slight mobility on making 
forcible flexion and extension. 

Case 3—John Hostetter, aged six, fell when one year old. 
A tuberculosis of the knee joint ensued, and, in the course of 
the following three years, abscesses formed, and kept dis- 
charging. A contraction beyond a right angle, together with 
dislocation of the head of the tibia backwards on to the pos- 
terior surface of the condyles of the femur gradually developed. 
Two years ago there was an ulcerated surface over the internal 
condyle of the femur of over an inch in diameter, the bottom 
of which was formed by the denuded bone. At that time, two 
years ago, I made the excision; wound and sinuses healed in 
a couple of months. No perfect osseous union took place. In 
the course of half a year a contraction to a right angle had 
been formed. Now there is neither tenderness nor swelling in 
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the region of the joint, nor any open sinuses, but the leg is 
flexed to a right angle. He limps about without having any 
pain, but is greatly inconvenienced by the deformity. 

In these two little patients, further surgical procedures, forcible 
stretching or nei-form osteotomy, will be necessary to pro- 


cure a Straight position ofthe limbs. In that respect the opera- 


tions may be said to have failed of accomplishing their objects. 
It would, however, be going a little too far to assert that in these 
two cases the operations were entirely useless. In both cases 
the local tuberculous inflammation, with its attending pain and 
debilitating effects on the general health, was successfully 
checked. (Besides, as these patients are always able to use the 
limb somewhat, the atrophy of inactivity, the retarded growth 
of the leg and foot, is considerably helped by the operation. 
This is the more important the younger the child is, as in 
young children growth is most energetic.) 

Volkmann, proposed a new method of operating in these 
cases. He makes a transverse incision, and then bisects the 
patella. Primary union of the patella may always be expected 
to take place in an aseptic case. Whether such operations will 
be followed by contractions or not is a question which the 
future will have to answer. Older statistics, to be sure, show 
a greater mortality in cases where the patella was allowed to 
remain than where it was removed. But this does not consti- 
tute an objection to Volkmann’s operation, for, armed as we 
are with the antiseptic method, we no longer fear such dangers 
as might threaten from a remaining patella. 

As we have seen, there is one great imperfection in the 
results of excision of tuberculous knee joints. Nevertheless, 
I feel justified in asserting that, in almost all cases of white 
swelling or tuberculosis of the knee, an attempt should be 
made to save the limb by conservative surgery, by gouging 
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out the tuberculous joint, or by an excision of the same, and 
that amputation of a limb in a case of white swelling, without 
such previous attempt, should become one of the rarest 


exceptions. 
214 East Ohio Street, Chicago. 
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Curonic ADHESIVE PERIMETRITIS. By JAMES H. ETHERIDGE. 
Professor of Materia Medica and Medical Jurisprudence, Rush 
Medical College. Gynecologist, Central Free Dispensary, 
Chicago, Ill. 

[ Read before the Chicago Gynecological Society, November, 1883.] 


[ CONTINUED FROM SEPTEMBER NUMBER. | 


The following disorders are to be excluded if it be possible : 

Parametritis, 

Hematocele, 

Myomas, 

Engorgements and deviations of the uterus, and 

Fecal impaction. 

Chronic oophoritis. 

From Parametritis—lIn all cases of adhesive perimetritis 
the free motion of the healthy uterus, upon digital examina- 
tion, is restricted. This restriction at once leads to exploration 
of the roof of the vagina. Where the whole roof presents a 
smooth, hard, resisting mass descending to a uniform depth 
all around, the probability is always in favor of perimetritis. 

Adhesive perimetritis in most cases is readily recognized 
by the absence of a pelvic tumor, and at the same time 
by the comparative or absolute immobility of the uterus. 
The pelvic tumor of parametritis is always readily found, and 
where it can be outlined above the pelvic brim the presence 
or absence of cellulitis is made certain. Above the brim, the 
tumor of parametritis is always adherent to the pelvic wall, 
whereas that of perimetritis is far enough within the. pelvic 
inlet to allow the fingers to be crowded down between it and 
the crest of the ilium. Where both affections co-exist, differ- 
entiation is impossible. 


In parametritis the cervix is always pushed over to one side 
3 
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of the pelvis to make room for the pelvic phlegmon; whereas 
in adhesive perimetritis the cervix may be centrally located, 
and the fundus may be drawn or pushed in any conceivable 
direction, determinable only with the sound. 

Immobility of the uterus is a very important point in the 
diagnosis both of perimetritis and parametritis. In the former, 
where the adhesions are extensive, the immobility is absolute; 
while in parametritis it rarely or never happens that fixation is 
so complete. 

In parametritis, where the hyperplasia involves the psoas 
and iliacus muscles, the retraction of the thigh affords relief 
from pain; whereas in perimetritis no relief is experienced 
till both thighs are retracted, and thus the abdominal pressure 
is removed. 

Diagnosis from Hematocele—The anamnesis of hematocele 
is so different from that of perimetritis that not much trouble 
exists as to its differentiation. In pelvic blood tumors the 
onset of the symptoms is terrific; this is sooner or later 
followed by a season of immunity from suffering, to be fol- 
lowed in some cases by severe constitutional symptoms indi- 
cative of pelvic cellulitis and peritonitis, and in others by a 
gradual but sure return to health. 

In chronic hematocele, where the anamnesis is obscure and 
we are in doubt, resort to the exploring needle is usually 
decisive. 

From Myomas and Uterine Engorgements and Deviations.— 
Conjoined manipulation and the sound usually settle the ques- 


tion of differentiation between fibroids and perimetritis. The 


same: may be said of the diagnosis of pelvic peritonitis and 
uterine engorgements and deviations. 
Diagnosis from Fecal Impactions—Examination per rectum 


always reveals the presence of impaction therein, and thus 
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enables us to exclude such a cause of obfuscation of the 
diagnosis. 

From Chronic Obphoritis —Practically, it is useless to differ- 
entiate oophoritis from chronic perimetritis, because where the 
former exists the latter will almost invariably be found. We 
can only determine as to the presence of ovarian inflammation 
by feeling the ovary or by its exquisite tenderness when 
beyond reach. 

Treatment.—The treatment of cases of chronic adhesive 
perimetritis must be determined by the presence of ¢enderness, 
or by its comparative absence. The treatment of cases char- 
acterized by much tenderness would not only be inappropriate 
for those characterized by little or no tenderness, but would, in 
the majority of instances, be productive of great harm. Hence 
it is best to describe the treatment for each class of cases 
separately. 

Before considtring this subject in detail, I desire to empha- 
size, as strongly as possible, the expediency of being governed 
by the presence or absence of tenderness as to what course we 
will pursue. Any physician who will do such an unwise thing 
as to use a speculum and a probe in examining a woman 
tender from chronic perimetritis will incur the risk of re- 
lighting the pelvic inflammation, whose termination no one 
can foresee. It is a matter, unfortunately, of too common 
occurrence that patients go home, after a first examination in 
the physicians’ office, to remain in bed several days with severe 
pelvic pains. I have knowledge of two such occurrences 
where the result was a protracted illness in bed, terminating in 
pelvic abscesses. Of course, no amount of plausible explana- 
tion can satisfy patients and their friends that such occurrences 
were not caused by the physician. I think it may be stated, 
with every showing of good gynecological authority, ‘hat the 
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speculum and probe should not be used in examining patients 
very tender from previous pelvic inflammations. 

Accordingly, I shall consider those cases that present much 
tenderness first, and secondly those cases comparatively devoid 
of tenderness. 

ist. All cases presenting the element of ‘¢enderness, upon 
digital examination, should be treated with the sole object of 
causing its disappearance. Its presence depends upon pres- 
sure on the nervous supply of the pelvis by inflammatory 
exudation, or by congested vessels. Consequently, its treat- 
ment is simplified into using such measures as will de- 
congest the pelvic vascular supply. Obversely, whatever will 
increase the congestion present must be most sedulously 
avoided. 

The following measures are calculated to diminish pelvic 
congestion : 

(a) Rest in bed. 

(4) Hot douches. 

(c) Analgesics, if pain be present. 

(d@) Sitz baths and pelvic packs. 

(ec) Counter-irritation. 

(7) Laxatives and tonics. 

(g) Abdominal bandage. 

(a) Rest in bed should be absolute. It should be borne in 
mind that the valveless pelvic vessels become as _ easily 
distended as do the veins of the hand when it depends. The 
horizontal position, which relieves this vascular distension, 
should be continued for a period after the patient feels well. 
At first it should be continuous, the patient not being allowed 
to leave the recumbent position to take food, to evacuate her 
bladder and bowels, nor to change her clothes, till she can sit 
up for hours without resultant discomfiture. Later, she can 
sit up and move about cautiously for an hour or two; still 
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later, she will be able to be up all day, excepting an hour or 
two at midday, without experiencing any suffering. When 
lying down it is well, in very tender patients, to have the knees 
held up somewhat by a pillow, in order to relax the psoas and 
iliacus muscles. 

It is well to caution against a too protracted lying in bed, as 
it weakens the heart. Lisfranc had his patients lie in bed a 
year or longer, for uterine displacements, a practice now 
fortunately abandoned. 

I have often observed the temperature—which was habitually 
99° to 100° F. in patients tender from adhesive perimetritis— 
decline upon putting them to bed for a period of several days. 
When about to begin the treatment of cases of perimetritis it 
is well to observe the temperature carefully. The higher it 
ranges the greater the necessity for enforcing rest. Another 
valuable practical point to be obtained from thermometry is 
the length of time to confine the patient to the bed. If I am 
asked, how long ought we to have the patient remain in bed, 
I answer, till her temperature remains normal throughout the 
day, after she has again resumed her usual habits. The 
length of time necessary to accomplish this. varies greatly. 
Some patients receive all the benefit possible for them to 
reccive in two or three weeks, while others will not obtain a 
similar result in less than three or four months. A large 
number of successful treatments will average about one month 
to each patient, provided the other means of relieving the 
tenderness be used at the same time. 

I have seen many patients recover rapidly who did not use 
rest, but who used the douches, packs or sitz baths, and 
blisters. They are the mildest cases known. The severe 
cases all require rest more or less complete. 

Hot vaginal douches should be freely used, when borne 


well. I have now and then seen patients who could not bear 
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them without pain of a very severe degree afterwards. I have 
often observed that patients who could not tolerate douches, 
had one or both ovaries prolapsed. Per contra, 1 have much 
oftener observed that patients with prolapsed ovaries could not 
only bear douches, but were greatly benefited by them. 
When douches produce pain and fever, or hemorrhages, they 
are imperatively interdicted for atime. Their subsequent re- 
sumption will, after a time, be warranted, in nearly all cases, by 
no bad symptoms following them. 

Hot water produces vascular tension, which is very soon 
followed by relaxation. To be satisfactorily effectual, douches 
should be repeated often enough to mazntain vascular tension 
and to permit no relaxation to follow. Hence, they should be 
repeated every four or six hours—thus the patient can receive 
from three to five douches daily. 

When patients do not remain in bed continuously, it is im- 
portant to direct them to lie down, well covered, for at least an 
hour after each douche, to prevent taking cold. 

The rapid disappearance of exudations under the use of hot 
douches is truly wonderful in many cases. I have often seen 
them disappear in three or four weeks. 

The method of administering vaginal douches should always 
include one important point, viz: the impingement of the 
water against the vaginal vault. They should be administered 
so as to produce the least amount of fatigue and inconven- 
ience. It is astonishing how awkward many women are in 
using them. 

To use them, with the patient on her back with her hips 
slightly elevated, requires a reservoir with its outlet tube and 
vaginal nozzle,a bed pan with a side outlet for attaching a tube 


to convey the water toa pail on the floor. The alleged dis- 


tension of the vagina and the immersion of the cervix in a 
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lakelet of hot water, while the patient receives the douche, 
lying on her back, is, in most instances, imaginary. 

A very convenient method of administering the douche, is 
by placing the patient on two chairs, separated four or five 
inches, with her vulva between them, over a pail. The hot 
water, in a pail or pitcher, placed on a stand or stove, can be 
syphoned out without effort on the patient’s part, conveyed to 
the vaginal vault, thence to the pail. This method can be 
easily and quickly carried out, and without the assistance of a 
second person, without wetting or removing the clothing. It 
is the simplest and easiest method of procedure, and for that 
reason will be the most likely to be faithfully carried out by 
the patient. A good substitute for the chairs is the modern 
water closet, which should be used only when the room is 
well warmed. 

Sitting on the pot du chambre to receive vaginal douches, is 
often too prodyctive of aching legs and compressed abdomen 
to be commended. 

Administering the douches while the patient is in a sitz bath 
is recommended by many writers, without any very well dem- 
onstrated advantages to favor it. 

The use of medicated waters for hot douches in chronic 
perimetritis is of doubtful value. The eat of these douches 
is the remedial agent. Its value, in the great majority of cases, 
is beyond all question. 

Analgesics are sometimes necessary. Opium is the type of 
this class of remedies. Cannabis indica is also very effective. 
Baker Brown strongly urged the use of conium, as especially 
possessing power to control pelvic pains. Belladonna, per rec- 
tum, is much used, and when thus used its effect is often stronger 


than when used by the stomach, a point important to remember. 
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The Gross or Brown-Sequard neuralgia pill is often effective. 
I have used the piscidia erythrina several times without any 


satisfactory result. Chloral rarely disappoints us in controll- 


ing pains, but its objectionable features are serious. Of all anal- 


gesics, opium is the most reliable. The deodorized tincture is 


the least objectionable form in which to use it. Where an 
unpleasant cerebral idiosyncracy exists against opium, full 
doses of the bromide of potassium will almost always prove 
satisfactory in averting the opium’s unpleasant action. The 
resort to opium should extend over as short a time as possi- 
ble, for fear of inducing the opium habit. I believe that more 
patients with adhesive chronic perimetritis become opiophag- 
ists than the profession has any conception of. 

Administered by the rectum, opium disturbs the digestion 
less than when it is given by the stomach. We must be mind- 
ful of the possibility of mechanically disturbing the parts in- 
volved in the inflammation by the use of clyster or a suppos- 
itory, to the point of producing much pain subsequently,—an 
accident by no means uncommon. 

Hot sits baths and pelvic packs are of great service in decon- 
gesting the pelvic organs. 

In very severe cases the sitz baths are administered with 
more discomfort to the patient than are the packs. The move- 
ments of the patient necessary to taking the baths are often 
productive of pains which it is desirable to avoid as much as 
possible. The patient should sit in the bath from 15 to 30 
minutes, hot water being added every few minutes during that 
time. Now and then a patient is nauseated and made dizzy in 
the bath. When such effects are experienced the packs are to 
be preferred. 

The packs are very simple, very easily used, and are nearly 
always so productive of relief from pains that the patient falls 
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asleep while enveloped in them. The bed being suitably pro- 


tected from being wetted, by a rubber or oil cloth covered by 


a quilt and a sheet, the patient is placed thereon with her pel- 
vis enveloped in a woolen blanket wrung out of hot water. 
A rubber sheet is folded around the blanket, and the patient 
is covered with bed clothes and allowed to remain one or two 
hours. Caution must be used in removing the patient from 
the pack, lest she take cold. They can be used advanta- 
geously daily once or twice till they cease to make the patient 
more comfortable. 

Counter-irritation is often productive of wonderful relief 
from pain and tenderness. It can be applied in the way of 
permanent blisters, flying blisters, or setons. 

Blisters, from three to five inches square, or cantharidal col- 
lodion, should be applied, alternately, to the vaginal regions. 
When cantharidal blisters are used, strangury can be best pre- 
vented by the free use of diluent drinks. In anemic patients 
they should be avoided. The patients who are unduly de- 
pressed by them shouid not be re-blistered. A blister can be 
made pyematous indefinitely by the use of savine ointment. 
Flying blisters are allowed to heal as soon as possible. The 
choice between permanent and flying blisters must be deter- 
mined by the patient’s general eondition. Permanent blisters 
are a great drain on the physical resources of women. When 
well borne, they produce good results very rapidly. When 
not well borne, they induce a condition of anemia and nervous 
irritability, that is astonishing in many instances. 

The discomfort of a blister is so great as to lead the ma- 
jority of patients to inveigh against them at first, but several 
days later, when they have experienced the relief that they 
bring, they will often call for them. 

A lesser degree of counter-irritation than blistering is accom- 











330 ETHERIDGE—Chronic Adhesive Perimetritis.  [Oct. 


plished by the use of croton oil or of iodine. Vesication, continu- 
ously maintained for weeks, by the former, is a very mild method. 
It is not very painful, and inconveniences the patient but little. 
Enough of the oil, diluted with an equal amount of glycerine 
or sweet oil, may be used every sscond, third or fourth day to 
accomplish the desired end of pustulating. Too severe pus- 
tulation, resulting in erysipelatous inflammation is to be depre- 
cated. Occasionally we find patients who will absorb the oil, 
and its drastic action greatly enfeebles them. 

Its effectiveness is so moderate as to leave more to be de- 
sired in many cases. Absorption of the exudate and relief 
from pain do not follow so conspicuously quickly as they fol- 
low the use of blisters, or even of iodine. The best that can 
be said of its use is, that it is not severe, and it does not lay 
up the patient. 

The tincture of iodine should be used night and morning, 


painted over the lower part of the abdomen, between the 
cresta wu from the navel to the pubis. Two or three coats of 
the iodine should be used at each sitting, till the surface is 
vesicated. Any further use of this agent is then unnecessary, 
till the tenderness is lessened somewhat, when it can be ap- 


plied again in from four to fourteen days, till the part is made 
sore. Thus the continuous application of iodine can be main- 
tained for several weeks with progressively following good 
results. The tenderness of the uterus on digital examination, 
and the various pains produced by the pressure of the exudate, 
gradually disappear as the latter is absorbed. 

The supervention of symptoms of iodism imperatively calls 
for the temporary discontinuance of the use of iodine. It is 
perhaps as well to inform brunettes that the iodine paintings 
may have a permanent slight discoloration where thus used. 
I have actually had patients refuse to use it upon receiving this 
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information! I have often seen great nervous disturbance 
follow the paintings after several days, which must be regarded 
as indicating iodism. I have never seen the mammary atrophy 
produced which is sometimes accredited to this drug. 

Occasionally patients are made restless, irritable and ner- 
vous by iodine beyond all explanation. Such women are gen- 
erally among those who are greatly enfeebled by their suffer- 
ings, and the further use of iodine on them is wholly unjusti- 
fiable. 

The length of time of using iodine should be limited only 
by its continuance to improve the patient’s condition. Iam in 
the habit of informing my patients, at the outset, that they 
must expect to use it at /east three months as continuously as 
itcan be borne. Its continuance for six months is a matter of 
common experience. 

I desire to emphasize one point, especially, before leaving 
this part of the subject—and that is, the necessity of covering 
the whole lower part of the abdomen with this agent. Paint- 
ing over a small space—e. g., two or three square inches— 
will not do much good, and will produce nearly as much in- 
convenience. Unless we observe for ourselves the extent of 
the paintings we will very often be deceived by being led to 
believe that enough surface is covered, when, in reality, not 
one-fourth as much is painted over as we had ordered. 

The seton is another method of producing effective counter- 


irritation. It is applicable to patients confined to the bed. 


Its great advantages are its certain derivative action, and the 


small space that it occupies. It can be inserted in either iliac 
region, an inch above Poupart’s ligament. 

A dozen small threads of silk can easily be passed, with a 
flat curved needle, through a fold of skin pinched up tightly. 
The pain is but a small matter. The-skin should first be be- 
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numbed by ether spray. The severe inflammation sometimes 


produced by a seton can be allayed by poultices. The threads 


should be tied into a loop, to prevent their being pulled out, 
and then anointed with basilicon or resinous ointment. Every 
day or two they should be drawn through the opening so as 
to embed a fresh portion of the threads. In this way they 
-can be drawn through, back and forth, and the suppuration 
maintained for weeks or months. 

The patients should be informed that a scar will always re- 
main after the seton’s removal. The possibility of erysipelas 
and of exhaustion of the patient’s vitality following the setons 
should be borne in mind. 

In some apparently desperate cases the seton seems to be 
the only effective measure. Under its influence the pains 
gradually diminish, the reflex oppression to the digestive and 
nutritive functions is slowly lifted, and the gradual improvement 
is so pronounced that he who once uses setons is inclined to 
use them frequently. 

The length of time of using them should be limited only by 
the continuance of progressive improvement. 

I wish to add, in the way of a summary on this subject, that, 
of all measures to promote absorption, relieve tenderness, and 
diminish pains, I regard effective counter-irritation as the most 
valuable of any single measure. Substantial and most striking 
improvement follows its use more conspicuously than it fol- 
lows any one measure. 

(f/f) Nearly all cases of chronic adhesive perimetritis with 
tenderness need corroborant treatment. Constipation is pres- 
ent in nearly all cases. Coprzmia is produced by it, and we 
soon thereafter have fecal anemia. The impoverished blood 
leads to imperfect functioning of all the organs, notably of the 
alimentary tract, which, in turn, leads to mal-assimilation. 
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Thus the patient drifts into a vicious method of existing, in 
which the physician usually finds her. 

The best corroborant measures for such cases are laxatives 
and tonics. A course of one or two months of these reme- 
dies will put the patients into a condition of nutritional vigor 
wherein we can hope to see the necessary absorption produced 
in the pelvic tissues which leads to recovery—a condition which 
is absolutely indispensable to speedy and certain recovery. Un- 
less we can secure this improved condition of the patients’ 
blood, efforts in the direction of cure will be in vain. 

Every physician has his own selection of laxatives and ton- 
ics. Whatever he has skill in using to secure daily defecations 
and an increased appetite will be of most avail to him. Com- 
pound licorice powder, euonymin, aloes, cascara Sagrado, com- 
pound colocynth extract with stramonium, the various laxative 
mineral waters, physostigmin in % grain doses three or four 
times daily, iridin, tamarindus, and many other agents can be 
used in such manner as to result in naught but advantage to 
the patient. I have used all of them at times. Some patients 
cannot take laxatives that others can very easily take. A lady 
whom I know takes a daily dose of ..3 drops of the fluid extract 
of podophyllum with comfort and efficiency, while her sister 
has the most violent tormina after using a similar dose of the 
same drug. By trial one soon learns what will act satisfactorily 
with individual patients. When the daily dose is found, it can 
be used till the patient is cured. Proper attention to diet, with 
the constipated and costive habit in mind, should be given at 
the same time. 

The bitter, mineral and stimulating tonics nearly always 


benefit. Cinchona, gentian, salix, the various mineral acids, 


and alcohol in one of its many forms, will be found of great 
utility in different women. 
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Cases treated in the manner described will surely be bene- 
fited. Some of them need a few of the measures described, 
while others need all of them. In mild cases, improvement 
results very speedily, while in others it comes reluctantly. 
The gynecologist who can learn to use remedial measures in 
such a manner as to continually improve the patient’s strength 
and general nutrition, and at the same time to use whatever 
seems to be best adapted to each case to promote pelvic ab- 
sorption without injuring the patient by too officious activity, 
will learn to temper his prognosis in new cases in a way that 
will be gratifying alike to himself and to his patient. 

Occasionally cases of adhesive perimetritis will be seen 
wherein the patients are so reduced in strength, and suffer so 
much, that all that can be done for them is to make them com- 
fortable with analgesics and packs, and to improve their nutri- 
tion till they can endure counter-irritation. Such cases are 
tedious in the extreme. If no inflammatory exacerbations 
occur, and nutrition can be successfully promoted, such cases 
willimprove. Many times it takes six, twelve,and even twenty- 
four months to see any decided progress. 

Additional to the foregoing, a course of Vichy water will be 
found beneficial in restoring to health, perimetritic patients 
who are lithemic or rheumatic. The granular effervescing 
salts of Vichy are the most convenient fcr using. The chem- 
ical reaction of the animal humors plays a most dominant part 
in nutrition. The functions of nutrition, respiration, and of 
vital selection, depend greatly on the chemical reaction of the 


animal fluids. Excessive gastric acidity, with sour or rancid 


eructations and regurgitations, tympanites, epigastric ten- 
derness, and a bad taste in the mouth mornings, will be cor- 
rected by the use of Vichy salts. The life of enforced quietude 
led by the majority of these patients tends to the development 
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of lithiasis, which, when found, should determine us upon the 
use of Vichy water. 

The abdominal bandage will be found of the greatest pos- 
sible advantage, by way of affording gentle and firm support 
and a sense of comfort to the patient. One should be used 
that can be laced down the sides. It can be made to fit ex- 
actly, being made to order by measurement. I know of no 
supporting bandage so well adapted as the one known as the 
“Madame La Chapelle’s Health Preserver,’ so extensively 
advertised in the current medical journals by a business firm 
in Boston. When adjusted to patients tender from perimetritis 
it affords instantaneous comfort, and enables them to move 
around with unwonted steadiness and certainty. Its good 
effect is only to steady the abdominal organs and prevent too 
great motion of them, by gentle and universal compression of 
the abdominal walls. 

2nd. Treatment of Cases Comparatirely Devoid of Tender- 
ness—The. disappearance of the exudate is what we aim to ac- 
complish. Patients not subjected to medical authority will often 
recover from perimetritis. Furthermore, it is an established 
fact that the better the general health, the sooner will the 
exudate be absorbed. In this way can we explain why, in 
some instances, without treatment, the immobility of the uterus 
is relieved in a few months, and why, in other patients, it per- 
sists for years. 

The natural history of the disappearance of pelvic exuda- 
tions furnishes a very interesting pathological study. One is 
most forcibly impressed with the difference found in examining 
patients in the acute stage, or immediately thereafter, with its 
complete uterine anchylosis and “ deal board” hardness of the 
vaginal roof, and the comparative freedom of uterine move- 
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ment twelve or twenty-four months later—and this in cases 
not under medical treatment in the interval. I examined a 
patient this month, whom I first examined four years ago, 
when I found all the pelvic organs immovably fixed by an old 
gonorrhceal perimetritis, terminating in abscess, of four-and-a- 
half years previously. This month I find perfect and painless 
freedom of motion of all of the pelvic organs. In the mean- 
time, in spite of repeated urgings to submit to treatment, she 
has had no treatment whatever, except what was necessary to 
preserve her alimentary functions in good order. She is a 
woman of an exceptionally vigorous and energetic nature, and 
yet, notwithstanding her uniformly good health, it has taken 
her eight years to recover without special treatment. 

I have seen many cases wherein these changes have taken 
place in a few months—in from six to twenty-four months— 
without special treatment. I have never seen another one 
so long recovering as the one just mentioned. 

In view of the fact that many cases recover spontaneously, 
it would seem that all that a physician can do is to hasten what 
nature does for these patients. 

Attention is directed to the following means of treatment of 
perimetritis, additional to those already mentioned: 

(g.) Local treatment. 

(%.) Massage. 

(2. ) Postural treatment. 

(7. )  Pessaries. 

(g.) Local applications to the cervix and vagina will be 
found of the greatest advantage when properly used. The 
“ iodized phenol ” (tincture of iodine one part, and carbolic acid, 
95% solution, three parts), first recommended by Dr. Batty, of 
Rome, Ga., will be found adequate to all needs in this direction. 
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After the cervix and upper vagina are cleansed as much as 
possible, the entire mucous membrane visible through the 
speculum should be painted over thoroughly. Subsequently, 
a pledget of cotton saturated in the phenol is passed into the 
uterine cavity as far as it can be passed without producing suf- 
Jering, and allowed to remain for 24 hours or less. It can be 
easily placed there by being loosely wound around an applica- 
tor and held there by the forceps as the applicator is with- 
drawn. A string attached to it permits its removal in 24 
hours. The caution against its being thrust through a tender 
internal os cannot be too positively enjoined. 

Painting the upper part of the vagina with the iod. phenol 
must be productive of good. It thus presents a surface addi- 
tional to the cervix and enables us to extend the application of 
counter-irritation. 

Iodized phenol is comparatively painless, because of the 
local anzesthetic action of carbolic acid. It thus possesses a 
great advantage over nitric acid and over silver nitrate. 

The local action of iodine is most pronounced. If the iodide 
can promote absorption of exudations, surely iodine should be 
most energetically efficient in these cases. The gratifying part 
of it is, the pelvic exudations do disappear in most instances 
under iod. phenol. 

In many instances the incipient toxic action of carbolic acid 
is most unpleasantly noticed in its producing vertigo. Such 
patients quickly taste the phenol—within five minutes of its 
use. I have never seen any dangerous manifestation of its 
poisoning. 

After the application, a pledget of cotton should be used to 
prevent any escape of the liquid froma the ostium vaginz. 
Should it escape, it will blister the part that it traverses and 


much suffering upon walking and urinating will follew. I 
4 
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once had a patient in bed four days from this cause, opiates 
internally and poultices externally to the greatly tumefied labia 
being necessitated. The cotton can be removed in an hour 
with safety. 

After phenol applications—two or three days—a compact, 
cream-white slough of mucous membrane covering is re- 
moved by the douches. Its appearance indicates the thorough- 
ness and efficacy of the application. 

Local treatment seems to accomplish two ends—it pro- 
motes absorption, and thus diminishes the strength of the ad- 
hesions, and cures the inflammation of the uterus and dimin- 
ishes its enlargement. Whether the absorption of the peri- 
uterine exudation leads to a cure of the uterine inflammation 
and enlargement or not, is perhaps an open question. I am 
inclined to believe that the disappearance of uterine fixity is 
necessary to curing inflammation and hypertrophy. One 
thing every gynecologist will acknowledge—viz.: that every 
uterus inflamed, with eroded cervical mucous membrane, fixed 
and enlarged, is freed from its anchylosis when it is restored to 
its normal condition as much as our art can restore it. 

(%.) Massage is a method of treating a fixed uterus first 
regularly described by Norstro6m in 1876. Its use in some 
patients is of the greatest possible advantage. Its misuse is 
productive of renewed inflammations, and thus becomes a 
source of danger. To distinguish between the two, and to 
avoid the accidents arising from the misuse of massage, requires 
much caution. If the rule to avoid carrying this treatment 
beyond the point of producing exdurable or comfortable (!) 
pain be inflexibly followed, no harm will follow massage. If 
it be carried on to the extent of causing much pain, intending 
to abbreviate the duration of the treatment, we incur the risk 
of doing incalculable mischief. 
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Its chief benefit is to be seen in cases where the uterine im- 
mobility is not absolute. Where it is absolute, massage does 
no good whatever. It is when the uterus is partially mov- 
able on/y that massage can be of avail. 

The idea of uterine massage may be comprehended in the 
assertion that its application and results are not unlike those of 
passive motion of a joint immobile from an old arthritis. Its 
progressiveness of application is warranted differently in dif- 
ferent cases. Some patients will bear rapid progression in its 
use, while others must be treated with great slowness of pro- 
gress. Daily use of it should be made when it can be borne. 
Enough irritation should be produced to promote absorption 
of the exudate, but zo¢ enough, to produce inflammation. 

When used, the patient should be on her back with the knees 
drawn well up and the abdominal wall relaxed as much as 
possible. One or two fingers are introduced into the vagina 
and behind the cervix. The uterus is then to be freely moved 
in all directions, upwards, forwards, backwards and to either 
side, the position of the fingers being appropriately changed in 
order to effect the various movements. Usually it will be 
found that movement in some oxe direction is the most painful 
of all movements, and when it is found, it should be especially 
avoided. Frequently the only movement possible is produced 
by the vaginal tract, and when so found it should be repeated 
till it be possible to effect movement by bi-manual manipula- 
tion. The length of time required to reach the bi-manual 
movements varies infinitely. It can be reached in six or ten 
treatments in some cases, while in other instances it cannot be 
reached in less than three months under daily applications of 
massage. 

The length of time necessary to effect the movements herein 
indicated is very brief—one to three minutes being a great 
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abundance of time at first. Later, as we see that uterine move- 
ment is becoming of wider range, it is, in many cases, surpris- 
ing to see how rapidly progress is made, and how progressively 
the tenderness diminishes, apparently part passu with the increase 
of uterine mobility. Ze it is that longer treatments become 
rapidly effectual in enabling us to reach bi-manual manipulations. 

The character of digital pressure when first applied should 
be described, perhaps. After reiterated cautions contained in 
this article, against any violence of application to the pelvic 
organs, it hardly seems necessary to enjoin the utmust caution 
as to first manipulations by way of the vagina. The pressure 
should be gené/e in the extreme, till pain is produced, when it— 
pressure—should be so modified as to increase the pain to what 
may be called a bearable extent ov/y, then it should cease. 
Gradually the extent of pressure can be increased till the fun- 
dus can be reached by the other hand. 

The to-and-fro movement of the fingers through the ostium 
vagine, simulatory of a synusia, as is wrongly practiced by 
some persons, is wholly unnecessary. I have experienced a 
difficulty in inducing some patients who have been thus treated 
to again submit to the treatment, for reasons obvious to virtu- 
ous minds. 

The first treatment is always one of considerable anxiety to 
me, because I never know how well or how badly the patient 
will bear it. In not a few instances I have had an acute inflam- 
mation alighted by massage—hence my anxiety over first 
treatments. Itis a good plan to first treat the patients at home 
and to have them remain in bed for several hours, leaving an 
opiate and directions as to poulticing, should:symptoms of an 
acute inflammation follow. Ina brief time patients can receive 
treatment at the office of the physician, without incurring risk. 


After passing the first stage of treatment by massage—viz. : 
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the securing of some increased uterine mobility without 
creating inflammation—the next most desirable thing to secure 
is the ability to effectively practice bi-manual manipulation. 
When this is secured, the progress of the treatment will be 
very rapid. Not only will the exudate be made to disappear 
more rapidly, but uterine engorgement and menstrual disorders 
will disappear with the most gratifying rapidity. Patients eat 
and assimilate better, sleep better, the tone of their nervous 
system is raised greatly, many increase in flesh, acquire greater 
powers of endurance, and are quickly restored to health. 

After bi-manual manipulation can be practiced, the same 
movements that were made at first are simply increased and 
exaggerated to the fullest extent. Naught more can be ac- 
complished. It will almost invariably bethe case that patients 
in whom great improvement in the uterine mobility is secured 
will declare that they are quite well long before the physician 
is inclined to stop the treatment. 

(z.) Postural treatment—as first suggested by Dr. Camp- 
bell, of Augusta, Ga., I believe—consists in placing the pelvis 
higher than the chest, and then admitting air into the vagina. 
The most convenient way of securing this position is to place 
the patient on her knees and chest, the thighs being in the 
vertical position, and the chest and neck lying on the same 
level that the knees occupy. A hard bed will accommodate 
the patient in assuming this position. The pelvis being highest, 
it will be found upon retracting the fourchette a trifle that air 
is admitted into the vagina, and it becomes distended and 
elongated to its greatest capacity by the ascent (anatomically) 
of the uterus towards the diaphragm. The uterine movement 
is made by the traction on it of the abdominal organs through 
their peritoneal connections. Ordinarily, the physician will 
experience difficulty in even reaching the cervix while the 
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patient is thus postured. The uterine movement, upon ad- 
mitting air into the vagina, is instantaneous, and is generally 
accompanied by a sort of air inspiratory sound. The patient 
can easily assume the position, and, with one finger hooked 
over the fourchette, retreat it toward the cervix till air is ad- 
mitted. The movement can be accomplished in five to ten 
seconds, easily. Immediately afterwards the patient should 
remain in the genu-pectoral position as long as she can com- 
fortably; afterwards she should remain on the bed without 
assuming, in the meantime, the horizontal position for an in- 
stant. 

The postural treatment two or three times daily, aids the 
other remedial measures wonderfully in some cases. Patients 
often tell me that the pelvic pains are decreased after this 
movement. Ina few instances the sudden upward movement 
of the uterus is productive of a sickening pain, for a few 
seconds, when it passes away. This pain gradually diminishes 
as the treatment is persisted in. In one instance I found it so 
severe that the patient could not at that time continue the 
treatment. After blistering the abdomen and cervix, and hot 
douches for a few weeks, she was able to renew the attempt at 
postural treatment and to continue it till complete uterine 
mobility and a return of her general health followed. 

One advantage of this treatment ought to be mentioned, 


perhaps, although it is obvious—and that is, the effect of re- 





placing pelvic organs that are displaced, as the ovaries, tubes, 
and fundus uteri. A case comes to mind of a young woman, 
with partial prolapse of the left ovary, with perimetritic adhe- 
sions, who suffered intolerably from headaches. After elimi- 
nating all other causes of the headaches, it was decided that the 
displaced ovary was the organ at fault, and a pessary pre- 


scribed. She stoutly refused to allow the use of the instru- 
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ment, and the difficulty was finally compromised by her ac- 
cepting the postural treatment in lieu of a support. Almost 
from the first day of the treatment her headaches decreased, and 
finally disappeared permanently. The elongation of the peri- 
metritic adhesions and their disappearance by absorption, 
enough at least to relieve the ovarian irritation, is doubtless 
what followed the postural treatment. 

(7.) Pessaries and supports have been discussed so much 
that I speak of them with the utmost reluctance. Many phy- 
sicians of large gynecological experience use them very often, 
while other physicians of equally large experience rarely use 
them. 

I wish to dispose of this portion of the subject in as few 
words as possible. I have but one rule that governs me in 
using pessaries, and that is, to adjust them as accurately to the 
displacement as possible and allow them to remain, provided 
they make the patients more comfortable than they were without 
them. If their effect is negative, or if they produce any suffer- 
ing, 1 remove them at once. When I say that I “ adjust them 
as accurately to the displacement as possible,’ the whole 
ground of pessary adjustment is included. It is on their 
adjustment that so much discussion and disagreement have 
arisen about pessaries. Adapting a pessary satisfactorily, pre- 
supposes, on the part of the physician, a complete knowledge 
of the position of the uterus, of the support upon which the 
pessary is to rest, of the changes that the pelvic organs un- 
dergo when the patient changes her position from the hori- 
zontal to the vertical positions, and of the allowances to be 
made for these changes. 

When the perimetritic adhesions are so extensive as to pro- 
duce complete uterine anchylosis, pessaries are of no benefit 


whatever. It is in cases of partial anchylosis only that they 
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are of advantage. When bearable, they act advantageously 
by favoring the elongating of the adhesions, and in this way 
allow more freedom of action of the pelvic organs. It will 
very often be found that pessaries of gradually increasing 
length of the longer axis can be successively used as the 
adhesions become more and more elongated. 

Dr. Bozeman introduced a method of elongating pelvic 
adhesions, which is so simple and so efficient that it ought to 
be more widely known. It consists of “ columning the vagina”’ 
with cotton supports while the patient is in the genu-pectora! 
position. The cotton support rests against the pubic arch and 
the perineum. It is allowed to remain thirty-six hours, and is 
then removed by the patient and douches are used. In twelve 
hours the “ columning ”’ is renewed, till the uterus is raised to 
its normal level. He says that in this way he can raise the 
uterus two to three and one-half inches, and afterwards the 
ovary is restored to its normal position, and a Hodge pessary 
can be easily worn. It should be added that during this 
“columning ” treatment, other means, as iodine and hot water, 
should be properly used. 

I can speak commendably of Dr. Bozeman’s method of 
treatment with the greatest emphasis. Cases of uterine pro- 
lapse (partial) with incomplete anchylosis can, in nearly all 
instances, be improved with this treatment. 

Among other agents remedial of chronic perimetritis, preg- 
nancy may be enumerated with much showing in its favor. 
Where it can be secured, and we can feel assured that its com- 
plete consummation can be had, it should emphatically be 
seriously considered in the married woman. 

It is, without doubt, in cases of moderate perimetritis ac- 
quired in girlhood (after puberty) where we see so very many 


women who tell us that they were always “sickly” till after 
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their first confinement, that we find pregnancy has cured the 
evils resulting from chronic adhesive perimetritis. 
Concusions.—(a.) The changes in the uterine circulation 
are of the gravest importance. The more I see and treat cases 
of perimetritis, the more I am convinced that gynecologists 
will, sooner or later, accept the following deduction as the 


truth regarding the vast majority of cases of uterine inflam- 


mations : 
In the vast majority of cases, perimetritic adhesions, compres- 
sing the broad ligaments, retard the venous flow of blood from the 


uterus, and thus cause uterine congestions, which sooner or 


later, terminate in inflammations, of varying degrees of intensity. 

Virgins, who enjoy perfect uterine health up to a certain 
menstruation, where the common cause of suppression, partial 
or complete—viz., a cold—is in operation, will in very many 
instances suffer subsequently at every menstruation. In some 
cases, naught beyond a slight, colorless leucorrhcea will be 
seen for periods, varying from one or two up to all subsequent 
menstruations. In many, naught beyond a slight leucorrhcea 
will be noticed just preceding and succeeding the flow. Still 
others will experience pains with the menses never before 
known. In still others, the more serious symptoms will super- 
vene in due course of time, part passu with the progressive 
increase of the inflammatory developments in the uterus. 
Duncan expresses the opinion that, next to endocervicitis, 
perimetritis is the most frequent of all gynecological disorders. 
I would suggest that the majority of cases of endocervicitis 
have perimetritis as their causation. Exactly why the mucous 
membrane of the cervical canal should take on an inflamma- 
tion in virgins, without an antecedent cause, is a very difficult 
thing to explain. Without exception, every single case of endo- 


cervicitis that I have seen in the past few years, has had in its 
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anamnesis a menstrual period wherein the flow has been checked 
partially or wholly, after which the patient was never quite so 
well. From that period the symptoms have developed with 
varying degrees of intensity and rapidity up to the time of 
medical advice being sought. M. Bernutz, in his remarkable 
monograph on pelvic peritonitis, nearly thirty years ago, ex- 
pressed the conviction “ That the future knowledge of uterine 
pathology is as certainly subordinate to an acquaintance with 
this affection (perimetritis) as pulmonary pathology has been 
to a complete knowledge of inflammation of the thoracic 


’ 


serous membrane.” That later gynecologists seem not to 
attach more importance to this subject than their writings indi- 
cate, is to me a source of profound astonishment. 

(6.) The large majority of uterine and ovarian displace- 
ments will be found complicated with adhesive perimetritis. 
Every gynecologist recalls the readiness with which the luxated 
and flexed uterus returns to its displacement after artificial 
reposition. He also recalls how many cases he finds wherein 
reposition is totally unjustifiable, because of the violence neces- 
sary thereto being liable to light up a new perimetritis or 
cellulitis. 

The presence of extensive perimetritic adhesions, with their 
resultant uterine anchylosis, comparative amenorrhcea and 


sterility, will lead the thoughtful gynecologist to abandon the 


exceedingly common, routine practice of limiting his treat- 


ment to cervical applications through the speculum, and to 
institute every possible means of promoting absorption of the 
offending exudate. His practice will be wholly inadequate 
without it. The very many cases of failure to relieve uterine 
inflammations undoubtedly have, in a great majority of them, 
an adhesive perimetritis propagating the inflammatory con- 


dition persistently and indefinitely, and, thus, because un- 
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relieved, remain the same after as before the institution of 
treatment. 
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ARTICLE III. 


Lire INSURANCE AND THE MEpIcaAL Proression. Ay I. N. 
DANFORTH. 


| Read before the Mississippi Valley Medical Society, Sept. 26, 1884.) 


The relations existing between the business of life insurance 
and the medical profession are, and must continue to be, most 
intimate. Not a risk can be safely taken until its vital prob- 
abilities have been investigated by a duly qualified physician ; 
not a loss can be paid until the cause or causes of death have 
been certified by the attending physician. Indeed, I do but 
state a well-worn fact, when’ I say that the perpetuity of any 
life insurance company depends very largely upon the ability 
and integrity of its medical examiners. The ubiquitous “ life 
insurance solicitor,” however agile and persuasive he may be, 
is helpless in the way of achieving practical results, until his 
work has received th¢ approval of the medical examiner. 

The statistics upon which modern life insurance is based,are 
the outcome of data furnished by medical men, and the more 
recent trustworthy and accurate statistical tables have been 
constructed by physicians. Again, life insurance companies 
depend upon the medical profession of our day for protection 
against the ravages of what were formerly uncontrolled 
epidemics. The companies do this, perhaps, with a sort of 
thoughtless unconsciousness, and always, so far as I have 
observed, without anything like a generous acknowledgement 
of their obligations to our profession; but the fact is no less 
patent, and the obligations are no less deep. In these days o 
modern travel, when civilized nations are becoming more and 
more migratory every year, and epidemic influences are, there- 
fore, becoming more generally diffused, life insurance com- 


panies could not conduct their business with anything like 
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safety or certainty but for the safeguards which sanitary 
science, as developed by intelligent physicians, throws around 
them. It must be remembered that the dangers from the most 
deadly epidemic diseases have increased incalculably since the 
introduction of steam as a locomotive agent. All peoples of 
all nations travel incessantly ; merchandise from all parts of 
the globe, and from all centers of infection, is constantly pour- 
ing upon our shores. Yet, how little thought do life insurance 
authorities give to epidemic diseases as a specially dangerous 
factor as regards their business: simply because they trust, 
with a confidence that has been verified over and over again, 
to the protecting influences of modern sanitary science, which 
medical men have laboriously developed: 

Again, we are in the midst of one of those cycles of discovery 
which have characterized the profession of medicine from its 
earliest history. I allude to the “germ theory of disease,” 
which now occupies so prominent a place in the minds of 
medical men. What the practical outcome of the theories—or, 
it may be, discoveries—of Pasteur, Koch, and others, will be, 
no man can yet prophesy with anything like certainty ; but if 
a larger experience shall demonstrate their truthfulness, the @ 
effect upon the duration of human life must be very con- 
siderable. 

Now, all future experiments which shall be conducted with 
the view of demonstrating the verity or falsity of the germ 
theories, must be conducted by medical men, experienced in 
such investigations. The results may be of vast importance in 
their practical relations to longevity, to preventible causes of 
disease, or even to the extermination of diseases which are now 
the terror of the magnates at the “home office.” But these 
latter gentlemen are perfectly helpless themselves as to all 
such studies. A whole score of presidents, secretaries, directors, 
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actuaries, and general managers would be put to rout bya 
single “microbe.” As between a lively bacterium and a 
“successful” solicitor, it would be about an even thing. 

Now, this plain, simple statement of facts, shows that the 
business of life insurance casts upon the medical profession a 
very weighty responsibility—a responsibility, I may add, which, 
while it came unsought, has come to stay and must be met 
accordingly. And the time will come when the life insurance 
world will recognize in a more adequate and audible manner, the 
vast benefit it has received from the silent and unrequited labors 
of the great modern medical investigators. 

But the medical profession sustains a still nearer relation to 
life insurance, in the person of the medical examiner—éy far 
the most important officer on the roster of the company. In 
almost any life insurance office, this last statement would be 
received with derision and contempt. I can myself picture two 
or three presidents and twice as many secretaries who would 
shudder at the claim I make concerning the importance of the 
medical examiner; but this audience of thoughtful physicians 
will not only recognize but heartily endorse the truth of what 
I have stated. A life insurance company can get along very 
comfortably for a time without a president or secretary; or if 
either of these functionaries vacate their offices, they can be 
filled at once and worthily ; but no company can do business 
for a single day without its corps of efficient medical examin- 
ers, and the loss of an old and the appointment of a new exam- 
iner is always regarded at the central office as a grave and 
important matter. 

I propose to consider briefly the duties of the medical exam- 
iner, first to the company under whose commission he acts, 
and, secondly, to the applicant for the benefits of life insurance. 
First: Duties and obligations to the company. The medical 
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examiner should, from the first, regard himself as an officer of 
the company, and not a mere wage-worker or employé. His 
position is therefore independent and dignified, and not at all 
subject to the mere whim or caprice of the local agent. From 
this standpoint of independent and individual responsibility— 
and this standpoint alone—should the examiner estimate the 
extent and importance of his duties to the company. The 
company has a right to expect and demand, first, that the 
examiner shall recommend sound lives only. A life insurance 
company is not a hospital or an eleemosynary institution ; 
insuring men is not a work of charity; it is a matter of strict, 
stern business. A life insurance company ms¢ “make money” 
or die, and there is no halting-place between these two alterna- 
tives. The examiner ought to keep this fact in mind, namely, 
that he is not engaged in a work of charity, but that he is 


simply “doing business” on strictly business principles. The 
question as to insuring any individual life is simply this, “ Will 
| it pay?” “As a business transaction is it safe and desirable ?”’ 
Hence, the company has a right to expect and demand that 


each and every examination shall be carefully and thoroughly 





made ; that all sentimentalism and friendship shall be sunk out 
of sight, and that the investigation shall be coldly judicial, 
severely searching, and impartially just. It is frequently the 


case that a single examination is not sufficient to determine 
certainly the character of a risk: a common catarrhal cold may 
| exist to-day which will be quite well next week; the pulse 
may be unduly excited by the novelty of the examination; the 
applicant may have been exposed to some communicable dis- 
ease, whereof the incubative period has not yet passed ;—these 
and many other causes may render a second examination nec- 
essary, if justice is to be done in the premises. In all such 
cases, the examiner should patiently repeat his work, recogniz- 
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ing the fact that important interests are at stake which his dic- 
tum must settle. 

Again, there is a class of risks which ought neither to be 
recommended or rejected; but they ought to be “laid over” 
for future consideration. As examples, I may mention appli- 
cants who have recently recovered from acute diseases which 
are likely to leave or to cause local lesions, as rheumatism, gout, 
and pneumonia; applicants who are exhausted by overwork, 
physical or mental, but who are likely to have easier times in 
the near future; applicants who are suddenly seized with a 
passion for loading themselves with life insurance ; applicants 
who are in the midst of heated political campaigns and their 
accruing dangers ; applicants who have recently been reclaimed 
from intemperance and other forms of vice ;—such applicants 
ought to be suspended for an indefinite term, until their prob- 
able permanent status can be more certainly known. Practical 
experience will enlargethis latter list considerably. It is the 
almost daily experience of a busy examiner that some appli- 


’ 


cant has to be “laid over” until some occult point in his per- 
sonal or family history can be explained satisfactorily. It must 
be remembered by the examiner that, although he is investigat- 
ing the present condition of the applicant, it is with reference to 
what the future is likely to develop. It is a matter of little 
concern to the company what the sanitary status of the 
insuree is to-day, compared with what his status will be in five 
or ten years hence. The function of the examiner is prophetic; 
he is required definitely to express his opinion as to what the 
future sanitary condition of each applicant is likely to be; and 
this opinion must be based not alone upon the bald statement 
of facts elicited by the general interrogatories propounded in 
the application, but upon the harmonious correlation of these 


facts with each other, as well as with any collateral facts 
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which may develop themselves, even though they be not 
embraced in the application. The examiner is, therefore, 
warranted in seeking information concerning the insuree from 
any and every source, and he is by no means limited to the list 
of interrogatories submitted by the company, tortuous and 
formidable as they have recently come to be. 

In the next place, the company has the right, not to demand, 
indeed, but to expect that sort of aid from the examiner 
which is covered by the word “influence.” Regarding every 
medical examiner, two things are to be taken for granted: 
First, that he is a thorough believer in life insurance, not only 
theoretically but practically. I hold that no physician ought 
to accept a commision as examiner for life insurance until he 
has “examined” the thing itself, and become convinced, not 
only of its utility and beneficence, but of its necessity; and, 
furthermore, that no man ought to be an officer in an institu- 
tion in which he has not some pecuniary interest himself. 
Secondly, that no physician will accept a commission as 
examiner for a company whose standing and condition he has 
not first investigated with satisfactory results. These two con- 
ditions being fulfilled, it is not too much to expect that the 
examiner shall cast his influence in favor of life insurance in 
general, and of his own company in particular. Not that he 
is to sacrifice the dignities of his profession, and turn insurance 
solicitor; not that he is to divide his time between visiting his 


’ 


patients and “drumming up risks;” nothing could be worse 
than that. But it is frequently the case that a few quiet words 
will confirm a doubtful applicant, or turn the thought of a care- 
less spendthrift towards a policy of insurance. And this is a 
service which is not only legitimate as regards the company, 
but beneficial and laudable as regards the citizen; and, more- 


over, it is in no sense derogatory to the professional dignity of 
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the wisest and most learned physician. I recall with pleasure 
many instances in which I have been instrumental in inducing 
poor men with families to procure policies of life insurance ; 
knowing, as I do, that thus some provision has been made for 
those who might otherwise be left in needy helplessness. 


In this connection it ought to be said that no examiner 
should, under any circumstances, allow himself to have any 
pecuniary interest in the acceptance ofa risk. It is sometimes 
the case that agents—thoughtlessly or otherwise—propose to 
“divide commissions” with the examiner, especially if the lat- 
ter has exerted any influence in the case. This is a very 
dangerous practice; it is justly as well as generally condemned 
by the company, and should be frowned upon by every medical 
examiner. Practically it amounts to offering a bribe to the 
examiner for passing a given risk. Some years ago, I was sent 
to a little town in interior Illinois to investigate a case which 
looked somewhat “crooked” upon its face. An _ insured 
party—a man about thirty—died of consumption some six 
weeks after his examination. Upon investigating the case, I 
found the following facts: the deceased had been a confirmed 
consumptive for more than two years, and had been treated for 
this disease by the very man who examined him for life insur- 
ance; half a dozen other equally doubtful risks were found, 
still alive, indeed, but manifesting signs and symptoms which 
would send the cold chills over the home office; and all these 
risks had been examined and recommended by this same 
examiner, and upon his recommendation polices were issued. 
What was the explanation? Simply this: the local agent and 


’ 


the examiner had “pooled their issues” in the life insurance 
business; that is, they had agreed to “work” life insurance 
together, and divide equally the commissions and examination 


fees, and the result was what might have been expected, as a 
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matter of course. The examiner should in no manner and in 
no degree compromise his perfect independence of all local 
influences or dictation. 

In the second place, let us look for a few moments at the 
duties and obligations of the examiner to the applicants for 
insurance. 

Applicants for life insurance have certain rights which belong 
to them, and which cannot be taken from them without injus- 
tice ; and it happens that they are dependent upon the medical 
examiners for protection and fair treatment. An applicant 
ought never to be rejected, except for good and sufficient rea- 
sons. It works an injury which is lasting. It practically dis- 
bars the injured party from the benefits of life insurance ; for a 
rejection is the mark of a burning iron which is indelible in 
the eyes of the insurance world. It goes on record at the 
home office; it becomes the common property of all the 
companies ; and thus it becomes a part of the written history 
of a man’s life. Now, life insurance is every man’s privilege, 
until he is clearly proved to be ineligible; it is a privilege 
of inestimable value, and one which should not be lightly 
abridged or destroyed. “In doubtful cases,” the company’s 


instructions generally read, “ give the company the benefit of 


the doubt and reject,” or words to that effect. This is all very 
well and very proper; but let the “doubt” be clearly estab- 
lished. Some point in the family history, which the applicant 


cannot explain without seeking information elsewhere, or the 
presence of a simple catarrhal cold, or some other trivial and 
probably transitory objection, ought not to be converted off 
hand into a “doubt,” and therefore a rejection. Let justice 
be done; let the applicant be given an opportunity to explain 
his family history, or otherwise “argue his case;” let the 


bronchial irritation have a few days of grace; let the final 





1884. | Danrortu—ZLife /nsurance. 357 


decision be postponed a little, and it is not unlikely that a 
good risk may be saved to the company, and an act of injus- 
tice to the applicant be avoided. Some companies require 
the examiner to classify the subjects he examines, according to 
their degree of excellence, into first, second and third-class 
risks. More than fifteen years ago, in reviewing the first 
edition of my friend Professor Allen’s work, on “ Medical 
Examinations for Life Insurance,” I expressed my dis- 
approval of this plan in unqualified terms, and subsequent 
experience and observation has but strengthened my opinion. 
In the first place, there can be no fixed standard of human 
physical perfection, and therefore no absolute standard of com- 
parison. Hence, not even the medical director himself can 
erect a fixed standard of excellence or faultlessness for his 
subordinates to study as their guide; hence, also, there must 
in practice be as many standards as there are medical examin- 
ers; in other words, every examiner must judge for himself. 
A very timid and conservative examiner would be likely to 
commit errors on the side of an extreme conservatism, 
while a bold and aggressive examiner would commit quite as 
many errors in the opposite direction. The practical result 
at the home office would be simply confusion, with correspond- 
ing perplexity to the medical director. 

But where this system is adopted by the home office it must 
be followed by examiners. The question then comes up, what 
is a first-class risk? Of course, if only faultlessly perfect sub- 
jects are first-class, they must be few and far between, since it 
is almost impossible to find a person of adult years who is 
physically perfect. Again, if anything less than sanitary per- 
fection can be accepted as first-class, at what point shall the 


line be drawn ?—or where shall first-class end and second-class 


begin? It is evident that no absolute rule can be established 
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but that each man must in practice erect his own standard, 
and judge for himself. In my own practice, I am accustomed 
to rating as first-class all applicants who convince me, upon 
good and substantial grounds, that they are likely to “ live 
out” their expectatation, and I think this rule is just and fair 
as regards both applicants and companies. 

The medical examiner frequently becomes possessed of in- 
formation concerning applicants which is confidential in its na- 
ture. I need hardly add that all such revelations should be as 
jealously guarded as though they were made by a patient at a 
regular consultation. The insuree has the right to demand 
this, and the law would, without doubt, protect him in that 
right. 

In conclusion, let us consider for a moment the subject of 
the medical examiner’s fees. They are, of course, ridiculously 
small. Most of the companies pay a uniform fee of three dol- 
lars; perhaps half a dozen pay five dollars, while a consider- 
ably larger number pay but two dollars. I sometimes hear 


, 


of the “injustice” of the companies in paying such trivial 
remuneration for so responsible a service; but I do not so 
regard it. It is not the business of the companies to crowd 
larger fees upon us; it is our business to demand them, and 
that is just what we are not likely to do. Physicians, as a 
body, are somewhat remarkable for their lack of business acu- 
men, and for their utter want of cohesive force. Whichever 
way the physician turns, he is victimized by rings and trades- 
unions; the butcher, the grocer, the plumber, the carpenter, 
and every other tradesman and artizan is bound and protected 
by the laws of his guild. But the physician not only fights 
the trades-unions single-handed, but he also enters into a 
lively competition with his brother across the way. Now, 


insurance managers know all this; and so long as we con- 
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tinue to drug the market with medical men to whom time is a 
burden, and especially so long as we continue to manifest an 


utter want of union among ourselves, the companies will fix 


the price to suit themselves, and nobody can blame them. 


But the question of a “more perfect union” among physi- 
cians—a union which shall adjudicate not only upon matters 
of ethics, but upon our material and financial interests as well, 


is one which ought to engage our thoughtful attention. 
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ARTICLE IV. 


CasE oF Uric Acip CALCULUS, WHICH APPEARED TO HAVE 
BEEN DISSOLVED IN THE PELVIS OF THE LEFY KIDNEY, BY 
ALKALINE REMEDIES. Ay HARLAN N. ORTON, M. D., Ainne- 
apolis, Minn. 

Having arrived at your diagnosis in cases of calculi in the 
kidney, and having determined in your own mind that a stone 
exists, the question arises, What course are you to pursue ? 

The best authorities assert that “the medical treatment in 
these cases is unsatisfactory, and can at the best be only pallia- 
tive.” Now, as I do not belong to the so-called “ school ot 
medical skepticism,” I have come to the conclusion from the 
result obtained in a case (the history of which I am about to 
relate) that it would be just as well to first try what remedies 
will accomplish before we resort to the knife. 

Case—James G., age 45 years; large, fleshy man, of a gouty 
diathesis. I was called to see him first, August 2d, in the 
morning; found him suffering from a severe attack of nephritic 
colic; said he had the first attack of this kind while in the 
Union army, about 1862, and a recurrence of the same trouble 
on an average of about once in six months ever since, passing 
a small calculus at each time, one of which he had saved and 
I took possession of. I concluded, from the history he gave 
me of previous attacks, that this one would pass off about 
the same, so prescribed Dover’s powder and applications of 
hot cloths to relieve pain, etc. Called again in the evening ; 
found him resting quite easy; said the paroxysms of pain 
would come on about every two or three hours and last for 
half an hour, when it seemed as if the stone would work back 
into the pelvis of the kidney, and then he would have relief 


for a while. 
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August 3d (morning), condition about the same, except the 
pain would be a little more severe at times. 

I quote his own words, “ Doctor, I am in for it this time. 
That stone is too large to ever pass down into the bladder, un- 
less you can give me some medicine to dissolve off part of it 
in the kidney.” 

The question came to my mind, Is a doctor justified in fold- 
ing his arms and waiting, in such a case as this, in hopes that 
the calculus might become encysted? I think not, any how 
not until he has tried the solvent properties of the different 
remedies. 

I analyzed the calculus that he had passed in one of his 
previous attacks, and found it to be composed of uric acid 
principally, and I had good reason to suppose that the one in 
his kidney at this time was of the same composition. The 
urine gave a marked acid reaction. 

After a consultation with a medical friend of mine, we con- 
cluded to put the patient on alkaline remedies—potassii acetas, 
gr. X, lithii carbonas, gr. iij, every hour, largely diluted with 
distilled water. In about twenty-four hours after commence- 
ment of this treatment, he began to pass “ red gravel” with his 
urine; soon after he experienced instant relief from all pain— 
said he could feel the stone drop into the bladder. At 5 P. M. 


sae day (August 4th), passed a calculus with his urine, one- 


half inch long by one-quarter inch in diameter, composed of 
uric acid, quite soft—would almost crumble between the fingers 
while handling it. The concretions that he passed altogether 
would about fill a tablespoon. His urine soon cleared up, and 
he has had no trouble since. The result I obtained in this 


case is certainly in favor of this method of treatment. 
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EDITORIAL. 


As TO THE VALUE TO PHYSICIANS OF THE SUMMER VACATION. 

During the late absence from this city, of the senior editor 
of this journal, an anonymous article, for which he was not 
responsible, appeared in these columns. It was entitled, “ The 
Samuel D. Gross Professorship of Pathological Anatomy,” and 
contained some pointed reflections upon the position assumed 
on this same subject by the editor of the New York Medical 
Record. 

Under date of September 2oth, the Medical Record responds 
with certain editorial comments, apparently written in a retal- 
iatory spirit, which we are charitable enough to hope were 
inspired when the editor of that esteemed cotemporary also 
was absent for the heated term from the city of New York. 

There is such an obviously absurd side to this situation that 
it need scarcely be pointed out. We of course, offer our ex- 
planation to our editorial brother of the adjectives of which he 
complains, offensive to the spirit of courtesy which should 
characterize all discussions however remotely associated with 
scientific themes. 

We are even charitable enough to accept in advance, with 
the utmost good nature, the expression of regret which our 


friend of Zhe Record is certain to offer. 
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The lesson to be learned from this affair, is really deeper 
than that suggested by the writer on the staff of Zhe Record. 
It seems to have occurred to him that the parties at either end 
of the line were composing mid-summer editorials with the 
atmospheric temperature at or near the nineties. He could 
think of nothing so valuable for his adversary as a packing in 
ice. Yet we all know that the temperatures thus artificially 
induced are apt to be followed by the exaggerated hyperaemias 
of a restored and active circulation. 

We recommend rather to such fiery spirits, the rest and 
recreation of a vacation in the summer season. It is better at 
these times, for our Eastern friends to cultivate an acquaintance 
with the sea-shore; and for others the glades and lakes of our 
Western Wisconsin. 

Returned from these peaceful associations, young gentlemen, 


ye may well ask yourselves whether it is either a pleasant or a 


profitable commerce to exchange disagreeable adjectives be- 


tween Chicago and New York. 


A Case oF FATAL CHLOROFORM NARCOSIS. 

We desire to record the following interesting case of fatal 
chloroform narcosis : 

On Wednesday, August sixth, three o'clock Pp. M., a laboring 
man, twenty-eight years old, presented himself at the office of 
Dr. D. A. K. Steele, southeast corner of State and Eighteenth 
streets, to have a recent wound dressed. The middle and ring 
fingers of the right hand had been mangled and partially torn 
off by machinery in a planing-mill. Dr. Steele advised ampu- 
tation through the second phalanges. As the patient was suf- 
fering from pain and shock, and was excessively nervous, it 


was determined to administer an anesthetic. Dr. C. C. Beery 
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was requested to administer Squibb’s chloroform. The man 


was lying flat on his back on an operating table, within three 
feet of an open window. The anesthetic was exhibited by 
means of a loosely folded napkin, and the tension of the vapor 
was lowered by free admixture of air. At the expiration 
of ten or twelve minutes, anaesthesia was complete. Between 
two and one-half and three drachms of chloroform were ad- 
ministered. The stage of excitement was marked, and the 
patient struggled violently; the pulse was rapid and compress- 
ible. When unconsciousness was fully established, Dr. Steele 
picked up the hand to begin the operation. Suddenly a long, 
stertorous respiration was heard, the heart ceased to beat, the 
man became pallid, and breathing stopped. The pallor yielded 
to a dark, venous congestion, which gradually faded away. 

Vigorous efforts at resuscitation were at once instituted. 
The tongue was drawn forwards by a pair of Volsella forceps, 
and artificial respiration attempted. The heart muscle was 
directly irritated by a fine aspirating needle. All efforts were 
of no avail. Death had resulted from cardiac paralysis. 

The autopsy, forty-eight hours later, revealed the brain 
slightly congested; lungs markedly congested, and slightly 
cedematous; heart of normal size, with large deposit of fat 
upon and around the auricles, fatty infiltration of muscular 
fibers, wall thin and pale, valves very thin and elongated, ather- 
omatous degeneration of coronary arteries and aorta; aorta 
slightly contracted; kidneys, liver and spleen congested ; ab- 
dominal cavity contained about three ounces of bloody serum; 
the small intestines were hyperzmic. 

The man presented a preternaturally old appearance, seem- 
ing at least ten years older than he really was. An examina- 
tion of the heart, prior to the administration of the chloroform, 


revealed no evidence of organic disease. The heart was simply 





1884. | EDITORIAL. 365 


acting rapidly and feebly. No history of previous condition, 
with reference to rheumatism, drunkenness or other predis- 
posing cause, was elicited. Of course the coroner’s verdict 
attached no blame to the physicians. 

Dr. Steele deserves, and will receive, the cordial sympathy 
of the profession. 

Ether is the universally recognized anesthetic in the United 
States, but there are many conditions which contra-indicate its 
use. The so-called “English mixture” of one hundred parts 
chloroform, thirty parts sulphuric ether, and thirty parts abso- 
lute alcohol, has won a well-deserved reputation in the United 
Kingdom and Continental Europe as a safer anzsthetic than 
pure chloroform. The “English mixture” is, nevertheless, 
dangerous, and demands care and experience in exhibition. 
Four deaths, undoubtedly due to this agent, have been reported 
within the recent past, from Billroth’s Clinic. 
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DISEASES OF THE HEART AND THORACIC AorTA. Ay Byron 
BRAMWELL, M.D., F.R.C.P. Lecturer on the Principles and 
Practice of Medicine, and on Practical Medicine and Medical 
Diagnosts in the Extra-Academical School of Medicine, Edin- 
burgh; Pathologist to the Edinburgh Royal Infirmary ; 
Additional Examiner in Clinical Medicine in the University 
of Edinburgh. Late Physician and Pathologist to the New- 
castle-on-Tyne Infirmary; Formerly Medical Officer to the 
Tynemouth Union Workhouse Hospital, The Prudhoe Memo- 
vial Convalescent Home, The Tyne Floating Hospital, Etc., 
Etc. With stx dlustrations. New York: D. AppLeton & 
Co., Bond Street. 1884. 

This work, with its neat binding, exceptionally good print, 
its numerous beautiful illustrations, is very attractive, and in 
its comparative freedom from typographical errors forms a 
pleasing contrast to the publications of another New York 
house, whose well-known name ought to be a guarantee of 
good work. Although we noted but four errors of the com- 
positor, two of them are grave and ought not to have escaped 
the eye of the proof-reader. There are several other errors 
which would appear to have existed in the author’s manu- 
script, and are not inexcusable. On page 69, in speaking of 
Cheyne-Stokes respiration, he says: * * * “It only occurs 
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in advanced cases of cardiac disease.” As he elsewhere speaks 
of its occurrence in other, such as cerebral affections, his 
meaning here evidently is that it occurs only in advanced 
cases of cardiac disease. Again, in the note on page 137, he 
states: “The para-sternal line is an imaginary line drawn 
vertically downwards over the front of the chest, midway be- 
tween the left border of the sternum and the left nipple.” 
This displays not only that laxity of expression, which runs 
through the entire work, but exemplifies as well prolixity 
and tautology. The sentence quoted should read: The left 
para-sternal line is an imaginary one drawn vertically midway 
between the left border of the sternum and the left nipple. 
On page 157, in discussing the reduplication of the first heart- 
sound, he says: “In order that the first sound may be per- 
ceptibly reduplicated—~. ¢., that the mitral and tricuspid first 
sounds may be separated by a perceptible interval—it is neces- 
sary to have a considerable degree of asynchronism between 
the closure and tension of the aortic and pulmonary valve 
flaps—a more considerable asynchronism than is required to 
produce perceptible doubling of the second sound.” The 
valves concerned in the production of the first sound are the 
mitral and tricuspid, not the semilunar; hence the words 
“aortic and pulmonary” should be replaced by métra/ and 
tricuspid. Ina note on page 203 occur the words, “an abnor- 
mal accentuation of blood behind the mitral orifice.” The 
word “accentuation” has here been inadvertently substituted 
for accumulation. Yet it is perhaps more likely that this is 
the fault of the compositor than of the author. On page 397, 
the expression “liquid ammoniz” is used in place of liquor 
ammoniz or liquid ammonia. The author’s prolixity and 
tautology, to which we have alluded, are so flagrant through- 
out as to become painfully wearisome. In consequence, our 
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enjoyment of the work was destroyed, and its perusal grew to 
be a tiresome task. If carefully revised and pruned, the book 
might be curtailed a fourth, we presume, and rendered far 
more readable. The author states, in his preface, that the 
context has been taken almost unchanged from his lectures— 
which may account for many of the repetitions. The reitera- 
tidn of eads and various “steps” is well enough when stu- 
dents are taking notes of a lecture, but it mars the symmetry 
and enjoyment of a work that is meant to be classical. 

We regret, also, to observe certain expressions which, al- 
though employed quite generally by English medical writers, 
seem to us objectionable. We refer to such as the following, 
on page 319: “The left apex-beat.” What is the “left apex- 
beat” if it is not the apex-beat? We do not recognize a 
right apex-beat. However, passing* from faults of style to 
that most important part, the subject-matter of the bool:, we 
have much to commend and some things to deplore. Chap- 
ters one and two (which are introductory) are excellent, and 
will elucidate many points that are so often obscure to the 
student of medicine. The discussion of Cheyne-Stokes respira- 


tion is good, and the author’s attempt to explain the phe- 
nomena as due to “irritable weakness” of the respiratory 


center (page 74) is not only original, but has much to recom- 
mend it to thoughtful consideration as meeting the needs of 
the case as fully as those of Traube, Sansom, or Filehne. The 
discussion of the several theories advanced in explanation of 
the systolic murmur heard in the pulmonary area in many* 
cases of anemia, is also highly instructive and interesting. 
Throtighout the work the pathology of the various diseases 
discussed, is excellent and not so detailed as to weary the 
student and ultimately render his ideas on the subject misty. 
In general, the affections treated are handled well and clearly 





1884. | Book REvIEws. 369 


but, like most English writers on diseases of the heart and 
vascular system, he is inclined, we think, to include too many 
doubtful facts in the etiology and to assert them dogmatic- 
ally. Thus, on page 373, he states: “In fact, it would appear 
that anemia is a predisposing cause of acute rheumatism.” 
He is also inclined to the opinion (page 569) that “ cirrhosis 
of the kidney and cirrhosis, or fibroid degeneration of the 
heart, are both due to chronic alcoholism.” He often speaks 
of syphilis as producing acute endocarditis, and, on page 6092, 
he enumerates “strain (more especially frequently-repeated 
and sudden increases of the blood pressure), syphilis, alcoholic 


excesses, gout, rheumatism, exposure to cold and depressing 


“ ” 


influences of all kinds,” as the “great causes” of chronic 
endarteritis. German pathologists express themselves much 
more guardedly on these points, because not regarding them 
as substantiated, and we think their position more scientific. 
It is of immense satisfaction to be able to trace the cause of 
a given affection so explicitly, but it seems to us somewhat 
hasty. 

In his remarks on pericarditis with effusion, the author cer- 
tainly conveys the impression that the friction sounds obtain 
undiminished and unaltered even in the height of the effusion. 
Friction sounds are undoubtedly audible in many cases with 
considerable liquid in the pericardium, but it is likewise true 
that many times they disappear with the distension of the sac ; 
and where they remain, their intensity and location is very apt 
to change. We are glad to have him, on pages 319-320, call 
attention to the anatomical fact (as stated by Duchek) of great 
clinical significance, that the triangular shape of the area of 
cardiac dullness in pronounced pericardial effusion, without 


pleuritic adhesion, is due to the retraction of the borders of 


the lungs, rather than to the shape of the pericardial sac ; and 
6 
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that hence a greatly enlarged heart may also push aside the 
edges of the lungs and simulate an extensive pericardial effu- 
sion. The faintness of the heart-sounds in such a case serves 
but to mislead further. Apropos of this matter, we once saw 
Ziemssen deceived by exactly such a condition. The autopsy 
alone revealed the source of the error. 

Altogether, this work is to be highly recommended, and, 
though not contributing much of originality, is instructive 
and likely to form a valuable addition to the library of the 
general practitioner as well as of the tyro, in the clinical study 
of the diseases of which it treats. Doubtless many will be 
glad to find an elucidation of the cardiograph and sphygmo- 
graph with a plentitude of normal and abnormal tracings. 
The 317 admirable illustrations would be valuable of them- 
selves independently of the context. 

Rospert H. BABCcOcK, M. D. 


A TREATISE ON THE DISEASES OF THE Eye. Sy J. SOELBERG 
WELILs, F.R.C.S. Doctor of Medicine of the University of 
Edinburgh ; Professor of Ophthalmology in King’s College, 
London, Etc., Etc. Fourth American from the Third Eng- 
lish Edition. With copious additions, by CHARLES STED- 
MAN BuLL, A.M., M.D. Lecturer on Ophthalmology in the 
Bellevue Hospital Medical College, Etc., Etc. Cloth, pp. 846. 
Philadelphia: Henry C. Lea’s Son & Co. 

The salient features of this work are too well known to 
physicians and students to require more than a cursory survey 
of its contents. Medicine has kept stride with her sister 
sciences in adding to her lore and in the practical application of 
the great researches elicited by the spirit of the age—progress. 
In no branch of medicine is this more strikingly shown than 


. 
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in ophthalmology. Although not more than three years have 
elapsed since the publication of the third American edition, 
the author has felt the necessity of adding several chapters and 
copious notes to bring it up to our present stage of advance- 
ment. The latest researches are either directly mentioned, or, 
where the subject seems to call for a more detailed account 
than can be alloted to the narrow frame of a text-book, refer- 
ences are made to articles bearing on the questions involved. 
The chapters on sympathetic ophthalmia and glaucoma are ~ 
singularly complete in this respect, treating, as they do, of the 
valuable and but recent labors of Alt, De Wacker, and espe- 


cially Mauthner; also of the inflammatory and _ neurotic 
theroids expounded by Kneis, Ad. Weber, Schnabel, Brailey, 
Mauthner, and Brixtley Smith. Embodied in the chapter on 


trachoma we find a concise statement of Sattler’s germ theory. 
The author, in his preface, deplores his inability to include in 
the same chapter the treatment by jequerity, which was brought 
to public notice whilst the book was in press, The work can 
be recommended to students and physicians as a text-book 
superior to any published in the English language. Dentists 
will find it a repository of the latest and most important data 
pertaining to their specialty. To those not conversant with 
foreign languages, who must depend upon fragmentary knowl- 
edge gleaned from reviews, will this work be especially wel- 
come. The book is well printed; the numerous illustrations 
are well executed.. 


TexT-Book OF THE DISEASES OF THE EAR AND ADJACENT 
Orcans. By Dr. ADAM Po.itzER. J/mperial-Royal Pro- 
Jessor of Aural Therapeutics in the University of Vienua, 
Etc., Etc. Translated and Edited by JamES PATTERSON Cas- 
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SELS, M, D., M.R.C.S., Aug. Aural Surgeon to and Lecturer 
on Aural Surgery at the Glasgow Hospital and Dispensary 
for Diseases of the Ear. Cloth, pp. 800. Philadelphia: 
Henry C. Lea’s Son & Co. 


This is the most voluminous work on the subject—a verita- 
ble encyclopedia of otology. The first and second numbers 
appeared “in German in 1878-1882. The English edition 
forms one complete volume. The task of the translator has 
been performed in a conscientious and highly satisfactory 
manner. Dr. Cassels deserves much credit and the thanks of 
all his readers in enabling them to quench their thirst for 
knowledge at the very fountain head. B. B. 


THE DIAGNOSIS AND TREATMENT OF DISEASES OF THE Ear. 
By Oren D. Pomeroy, M.D. Surgeon to the Manhattan Eye 
and Ear Hospital; Ophthalmic and Aural Surgeon to the 
N.Y. Infant Asylum; Consulting Surgeon to the Paterson 
Eye and Ear Infirmary, Etc., Etc. With one hundred tdlus- 
trations. New York: BERMINGHAM & Co. 788}. 

In the preface of this book, the author calls our attention to 
the absence of any reference to the anatomy and physiology 
of the ear. He refers the student to special works for a 
thorough study of these subjects. As the book is intended for 
practitioners and young physicians, we cannot approve of this 
omission. Physicians, in the active pursuit of their vocation, 
surely have not the time nor the inclination for exhaustive 


study, especially. of so dry a subject as the anatomy of the 


ear. Still a certain knowledge of the structure of this organ 


is highly essential for a thorough understanding of the pathol- 


ogy and treatment of the diseases invading these parts. 
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We would recommend the author to add to the value of 
this otherwise commendable text-book, by devoting in the 
next edition at least several pages to this subject. 

Altogether the work is well adapted to the needs of phy- 
sicians and students. It covers the whole ground of otology 
in a concise and clear manner. The get-up of the book is 
quite good. Some of the illustrations, especially those depict- 
ing the pathology of the M. T., can be improved upon. 


StupENnts’ GuipE To DisEASES OF THE Eye. By Epwarp 
NETTLESHIP, F.R.C.S. Ophthalmic Surgeon to St. Thomas’ 
Hospital, and to The Hospital for Sick Children, Great 
Ormond Street. Second American from the Second Re- 
vised and Enlarged English Edition. With a Chapter on 
Examination for Color Perception, by W1LL1AM THOMSON, M. D. 
Professor of Ophthalmology in the Jefferson Medical College. 
Goth, pp. 416. Philadelphia: Henry C. Lea’s Son & Co. 
This is a carefully prepared little volume, likely to meet the 

demand of American students, who are so overburdened with 

lectures that there remains but little time for a thorough study 
of the so-called special branches. In the division of subjects, 
the author has deviated from the plan mapped out in the 
majority of text-books. The first chapter is a concise and 
comprehensive digest of “the means of diagnosis.” The 
mind of the student is thus at the very beginning imbued 
with the importance of close and systematic observations. 
The method advocated for the detection of faulty color per- 
ception is quite simple, and possesses some advantages over 
older ones. The one referred to has been adopted by the 
Pennsylvania Railroad for the examination of its employés. 
The various colors are numbered, thus permitting an expert 
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at a distance to decide upon the results elicited and tabulated 
by a non-professional. The test skins have received odd 
numbers, the confusion colors even numbers. The value of 
the book is furthermore enhanced by a tabulation of the most 
important data relating to the connection between ophthalmic 
complaints and diseases of other organs of the body. The 
appendix, containing the principal formulz employed by ocu- 
lists, with brief references to the physiological action of mydri- - 


atis and myotics, is quite an important addition. B. B. 





SoclETy PROCEEDINGS. 


SOGIETY PROGEEDINGS. 


Cuicaco Society OF OPHTHALMOLOGY AND OTOLOGY. 
Illinois Charitable Eye and Ear Infirmary. April 8, 1884. 


Dr. Boyer was unanimously elected a member of the society. 
Dr. Holmes then referred to a case in which he had recently 
removed a splinter of steel from the vitreous by means of a 
Gluening’s magnet. The incision in the sclerotic, through 
which the magnet was introduced, was made behind the ciliary 
region in the temporal portion of the globe, although the 
foreign body could be seen lying in the vitreous near the equa- 
torial region of the opposite hemisphere. The lens was so far 
cataractous that the metal could not be precisely located either 
by oblique illumination or by the ophthalmoscope. Dr. 
Holmes believed the end of the magnetized probe could in 
this way be brought near the steel with less violence to the 
edges of the wound of the sclerotic, choroid, and uteria than 
if the wound had been made in the nasal portion of the globe. 
In a case in which, the lens being intact, the metal could be 
exactly located, it would be desirable to introduce the magnet 
as near the foreign body as possible, although the reporter 
thought there is liable to be more hemorrhage from the con- 
junction at the inner than at the external angle. The doctor 
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thought that a crucial incision through the sclerotic, although 
advised, is objectionable, and called for the opinion of the 
society as to the relative advantage of the various kinds of 
incision. 

Dr. E. J. Gardner thought a crucial incision would expose 
the eye to greater danger than a long linear incision, in the 
latter case there being but two instead of four flaps. 

Dr. Montgomery expressed a similar opinion. 

Dr. F. C. Hotz also advocated the linear incision, and in 
this connection reported the following case : 

Piece of Steel in Vitreous—August 29, 1882, I removed a 
piece of steel from the vitreous chamber with Gluening’s 
magnet under conditions which proved a very good result as 
to the preservation of the sight. The steel entered through 
the sclerotic on the previous evening. Except the minute 
cut on the sclerotic, six mill. from the nasal border of the 
cornea, there was nothing abnormal with the eye. With the 
ophthalmoscope a lanceolated body was discovered suspended 
in the vitreous just above and behind the center; it presented 
a bright, shining, silvery surface, and looked very much in 
shape as a diminutive silver fish, the head turned down- 
wards. <A few dark streaks extended from the body to the 
sclerotic wound, otherwise the vitreous was clear; the fundus 
showed no lesion. The sight, I am sorry to say, was not 
tested. Under chloroform, the scleral wound was enlarged 
horizontally to two and one-half miill.; the edges were held 
apart with fine hooks, Gluening’s magnet introduced, and, on 
the first attempt, the steel was brought out. It was six mill. 
long, one and one-half mill. broad, tapering off to sharp points, 
and weighed twenty milligrams. The wound was closed up by 
a conjunctival suture, and the patient put to bed with both e:es 
Landaged. He was kept abed in a dark room a whole week ; 
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no unfavorable reaction followed, but he could only count fin- 
gers at six feet. With the ophthalmoscope I discovered no 
disturbance in the vitreous, except two dark streaks-from the 
wound to the center and an opaque transverse streak in the 
fundus above the papilla. During the second week the lower 
portion of the vitreous became very cloudy, and the opaque 
stripe in the fundus developed into a distinct retinal detached. 
fold. Later, the obscuration of the vitreous consolidated into 


several separate clouds, between which portions of the fundus 


could be seen; some parts of it appeared normal, in some the 
retina was distinctly detached, and in some it seemed that the 


retina was separated from the choroid by a thin layer of 


serum. The patient was under observation three months. 
No material changes took place, and the sight did not improve. 

Dr. G. T. Gardner then read a paper, entitled— 

Detachment of the Retina-—After reporting a case of exten- 
sive detachment of the retina, in which total reapplication of 
the detached membrane took place, remaining 2” sz for two 
wecks, and then, without any perceptible cause, becoming 
detached again, the lecturer said: 

“ The literature on the etiology of detachment of the retina 
is so extensive that the scope of this paper will not permit me 
to mention all that has been written on the subject, but I will 
endeavor to record—not with the extension that they deserve— 
the theories which now seem to be most in favor: 

“For the sake of clearness, these theories may be divided 
into three groups. 

“The authors whose theories are comprised in the first 
group claim that it is a fluid secreted by the choroid, which, 
accumulating under the retina, produces the detachment. 

“ Those comprised in the second, that a lack of elasticity in 
the retina, as compared with the choroid and sclerotic, is the 
immediate cause. 
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“In the third group are those who look on a shrinkage of 
the vitreous as the direct cause of detachment. 

“Among the latest articles on this subject, I will mention 
that of Professor Rava, who thinks that in a partial elongation 
of the choroid a distension of its elastic layer, and also of its 
hexagonal epithelium, takes place. The sclerotic also becomes 
thinned at this portion of the globe. This thinning of the 
membranes favors, according to him, the filtration of the 
lymph contained in Schevalbe’s spaces, and facilitates its 
accumulation between the choroid and the retina. 

“Brucherm, in a recent communication made to the Congress 
of Rouen, introduces, in the pathogenesis of the retina, the 
latest theories advanced by the physiologists about the secre- 
tion of the intravecular liquids. He claims that the choroidal 
epithelium is the secretory element. When this secretion is 
excessive it accumulates behind the retina, and detachment is 
produced. As causes of this hypersecretion, he mentions 
affections of the kidneys, rheumatism, etc. 

“ Galezowski, in an exhaustive article published in the 
Receuil Ophthalmologie, claims that a circumscribed choroido- 
cyclitis is the cause of detachment, but that a previous liquefac- 
tion of the vitreous must necessarily exist before a detachment 
takes place. To prove his theory (advanced first in 1873), he 
reports several interesting cases, and then appends a very 
instructive synoptic table of 649 cases. Of these 598 happened 
in myopic eyes, 51 in cases of hypermetropia and emmetropia. 
In 131 cases only could a rent be detected in the retina. In 
120 he observed floating opacities in the vitreous. This author 
thinks that the presence of floating opacities in the vitreous is 
a sign of perforation or tearing of the retina. 

“Of those who look on the pathological changes of the 
vitreous humor as the direct cause of detachment of the retina, 
Henri Muller should be first mentioned. In 1866, he made 
the assertion that in certain cases detachment of the retina 
was caused by shrinkage of the vitreous. Previous to this 
date, however, he had called attention to the fact of the vitreous 
possessing the property of diminishing in volume, through a 
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process of shrinkage, which could end in a detachment of this 
humor from the retina. The first histological investigations in 
this phenomena were made by Irvanoff. ° 

“Professor Leber read before the Ophthalmological Con- 
gress, at Heidelberg (1882), a very instructive paper, in which 
he explains the detachment of the retina by the so-called per- 
foration theory. By this theory, the frequent phenomenon 
of sudden detachment of the retina, without a perceptible 
change in the tension of the eye-ball, is explained. The pri- 
mary cause of the detachment is a localized alteration of the 
vitreous in contact with the retina, consisting in hypertrophy 
of the radial fibers, formation of fine bundles of connective 
tissue, which, in the process of contraction, exert a traction 
upon the retina, which finally produces a solution of con- 
tinuity in this membrane, thus allowing the degenerated and 
liquified vitreous to pass between it and the choroid. In this 
process there is simply a change of locality of the fluid from 
the inner side to the outer; consequently, there is no cause 
for an increase of tension. 

“ Leber bases his theory upon the evidence brought to light 
by the examination of twenty-seven cases of detachment seen 
by him during the last two years. Of these, fifteen were 
‘fresh’ cases, eleven from'a few days to two weeks’ duration. 
In eleven of these a perforation was demonstrated; in one it 
was suspected, while in the remaining three its existence could 
not be proved—neither excluded. In long-standing cases, 
perforations were not seen as often. In twelve cases, existing 
from ten months to ten years, a perforation was found only in 
three cases; in four, its existence seemed very probable; not 
found in five cases. Summing up the twenty-seven cases, a 
positive result was reached in fourteen; doubtful, four; nega- 
tive, eight. 

“We have now reviewed, though in a very succinct manner, 
the theories advanced to explain the causes of a disease with 
which we are unfortunately too familiar. But wherein lies the 
truth, is hard to tell. All the theories are made so plausible, 
by their propounders, that one is tempted to accept them as 
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the truth, and turn away from that uncomfortable state of mind 
which to uncertainty is inherent. But, unexpectedly, some 
clinical fact jumps into the field, and overturns the whole 
theoretical structure, leaving us in the same perplexing situation 
from which we started. The truth is, although it may pain 
us to express it, that the etiology of detachment of the retina 
in myopic eyes, still remains shrouded in mystery. 

“In the selection of a theory, we should be guided entirely 
by clinical experience, for I believe thata clinical fact is worth 
more than a hundred theories. Experimentation is worth but 
little in this line of investigation, because the process to which 
an eye has to be submitted, in order to bring about the con- 
dition which we find present in highly myopic eyes, is such 
that it renders the results untrustworthy. We know that foreign 
bodies thrust into the eye, experimentally or accidentally, will, 
through a process of inflammation and subsequent shrinkage 
of the vitreous detach the retina, but this fact can not explain 
the causes of detachment in myopic eyes, where absolutely 
no traumatism has existed. I performed a number of experi- 
ments on pigs’ eyes, but here also the results were unreliable, 
not only on account of the post mortem changes which had 
taken place, but also because the condition of the vitreous 
is entirely different from that found in highly myopic eyes, 
and in attempting to render it liquid, or withdraw a portion 
of it, or inject (or rather attempt to inject) fluid under the 
retina, so much traumatism is necessary that reliable results 
are nearly impossible. Experiments may and do cast a little 
light upon the matter, but it is not sufficient to enable us to 
draw any positive deductions therefrom. Relying entirely on 
the clinical test, let us, by its light, examine these theories. 

“The theory of subretinal effusion can explain certain 
varieties of detachments of the retina, if a pre-existent 
diminution in the volume of the vitreous is admitted. Ina 
gradual detachment this theory explains matters in a satisfactory 
manner; but in a sudden detachment it does not. I cannot 
conceive how a vitreous, partially liquefied or not, should, as 
if by magic, decrease sufficiently in volume to allow another 
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fluid to exude into a chamber limited by a resistant lining, 
and so do this wéthont increasing at any time the tension. This 
is contrary to all physical law, and, when we remember that 
the tension, far from being increased, is diminished, the con- 
clusion forces itself upon our minds that we must look else- 
where for a more satisfactory explanation. 

“We do not find it, I think, in Von Graefe’s theory, in which 
the trouble is ascribed to a lack of elasticity of the retina as com- 
pared to that of the choroid and of the sclerotic. This theory 
does not stand the clinical test, for how can we admit this lack 
of elasticity in a membrane which gives such strong evidences 
of the contrary in its inflammatory conditions ? 

“Let us now turn to the theory based upon the shrinkage 
of the vitreous as a cause of detachment of the retina. 

“ Before entering fully into the matter, I will endeavor to 
explain the reason why the posterior portion of the vitreous, 
in highly myopic eyes, where sclerectasia posterior exists, is 
found to be in a fluid, degenerated condition, and also why, in 
such eyes, there is a tendency to shrinkage of the vitreous. 

“The experiments performed by Max Knies, show that the 
vitreous receives its nutrition from the choroid; the liquid 
lymph passing through the retina, the external layers of which 
it also nourishes. At the posterior pole, according to this author, 
the nutrition is very slight, owing to the greater thickness of 
the retina at this place. As the retina becomes thinner, the 
amount of fluid which passes into the vitreous is larger, and 
it reaches its maximum at the most anterior portion of the 
choroid. Now, if in the physiological condition the nutrjtion 
of the posterior pole is very meager, it is but reasonable to 
deduct, that, if the choroid at this point is degenerated, the 
nutrition will decrease in proportion to such degeneration, 
reaching at last a point where the secretion of lymph is so 
poor that it lacks the power to constitute healthy vitreous 
humor. In this manner the liquefaction of the vitreous at the 
posterior pole of highly myopic eyes—mentioned by Alt— 
is easily explained. But even if the theory of Max Knies is 
not accepted—and we admit that the vitreous receives its 
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nutrition only from the anterior portion of the choroid, the 
ciliary body—then, too, if there is a lack of nutrition, the first 
part to suffer will be that further removed from the source of 
nutrition ; in other words, that portion of the vitreous nearest 
the posterior pole. It is a fact that highly myopic eyes, in 
which degeneration of the choroid or sclerectasia posterior is 
present, are not healthy, and the liquefaction of the vitreous is 
a proof in itself of the poor nutrition that it has received, be 
its source from the ciliary body or from the whole choroid. 
The natural consequence of poor nutrition is shrinkage, dimin- 
ution in volume, atrophy, etc. These premises once accepted, 
we find that Leber’s theory will explain, in a satisfactory man- 
ner, the phenomena which take place in detachment of the 
retina—a shrinking vitreous, in the anterior portion of which a 
radial formation exists. (Leber.) The adhesions formed by a 
diseased vitreous, at those points where it is still in contact 
with the retina, a liquefaction of the vitreous beginning at the 
posterior pole, and gradually advancing toward the anterior 
portion of the eye, are the immediate causes of the catastrophe, 
which only needs one step more to take place. The traction 
on the retina increases as the shrinkage progresses, thus giving 
rise to the metamorphopsia and other prodromic symptoms. 
The continued and even increasing traction, or a sudden jar, 
overcomes the resistance of the already strained retina; it tears 
the lympid vitreous, enters behind the membrane, and the 
detachment is effected. 

“ Dr. Galezowski, in his excellent article, above referred to, 
states that he only found a rent in the retina in 131 cases, and 
that floating opacities were seen in but 120; he therefore 
claims that the presence of floating opacities, in a case of 
detachment of the retina, points to the existence of a rent in 
this membrane, and vice versa, that the absence of these opaci- 
ties is a sign that no tearing has taken place. This statement 
does not bear the clinical test, however, for we all have seen 
cases where floating opacities in the vitreous long precede 
detachment of the retina. The simple fact that the rent could 
not be seen, does not, in my opinion, prove that it did not 
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exist, for it might well happen that it was so situated that it 
could not be seen; indeed, I believe that in many cases they 
escape because they are so located that the folds of the de- 
tached retina entirely hide it from view, and, furthermore, it is 
not at all necessary for the solution of continuity to be large. 
The retina tears in a manner very similar to thoroughly soaked 
blotting paper, as I have been able to convince myself, by 
tearing the fresh retina under the microscope. There is a 
moment before the regular separation of parts takes place 
when a liquid can easily penetrate through it, and as the mo- 
ment that the retina becomes detached the traction from the 
vitreous ceases, the rent may remain stationary, and not acquire 
such proportions as to render it visible with the ophthalmo- 
scope. I do not consider the case which the same author 
reports, in which a small opacity was seen engaged in a per- 
forated retina, working its way into the vitreous, as a proof 
that the opacities are formed only in the subretinal fluid. 

“There is another form of detachment of the retina, the etiol- 
ogy of which is made clear by the theory of shrinkage of the 
vitreous, viz.: detachment in folds. In this form, the subre- 
tinal effusion theory utterly fails to explain the process; for a 
liquid secreted under a membrane, which is equally adherent 
throughout, would naturally expand in a circular form, the 
detachment would therefore commence at the center of the 
figure, and gradually creep on to the periphery. On the other 
hand, nothing easier to account for than a fold being raised by 
a traction exerted from within. The process can be easily 
demonstrated, even in eyes where the vitreous is not degen- 
erated, by introducing a very fine pair of forceps into the 
vitreous chamber, firmly closing them and gently withdrawing 
them. In this manner I have been able to produce beautiful 
specimens of detachment in folds. 

“T am perfectly aware that this theory does not answer in 
every case, and that the clinical history of certain cases will 
militate against it; but I firmly believe that in those cases of 
detachment of the retina, happening in highly myopic eyes, 
the immediate cause is the traction exerted by a degenerated 
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and shrinking vitreous; and no other theory, that I know of, 
can explain in a rational manner one of its most constant 
phenomena, viz.: the suddenness of the detachment. Neither 
can any of the other theories explain in a rational manner 
how there can exist a fluid behind and another in front of the 
retina without a perceptible increase of tension.” 

' This paper called forth a long discussion on the merits of 
pilocarpine treatment. Almost every member had given this 


remedy a trial; all were unanimous as to its inefficacy in pro- 


ducing a permanent cure. 

Dr. Montgomery exhibited a new self-registering perimeter, 
by M. Blitz (Upsala). It is fixed to the back of the chair in 
which the patient sits. The test object is carried by a bent 
arm coming from behind, and is suspended before the patient’s 
eye.* B. B. 





* For a more detailed description, the reader is referred to the criginal 
article in the Centralblatt fur prakt. Augenheilk., August, 1882, p. 251. 





